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TRAUMATIC DIAPHRAGMATIC HERNIA 
FOLLOWING WAR INJURIES* 


BY PHILEMON E. TRUESDALE, M.D.,} AND WALTER G. PHIPPEN, M.D.t 


IX this paper we do not propose to discuss the 
etiology, symptomatology or treatment of dia- 
phragmatie hernia in detail. It is simply our 
desire to report a case of traumatic diaphrag- 
matic hernia which we hope may have some 
points of interest. 


Scotchman—aged thirty-nine years. 

Occupation: electrical engineer. 

Admitted to Salem Hospital on October 23, 1933. 

F. H. His father died of “shock” at the age of fifty- 
two. His mother died of old age at eighty years. 
He has three sisters living and well. One broth- 
er died of pneumonia. One sister died of tu- 
berculosis at the age of twenty-three years. 


M. H. His wife is living ang well. He has one child 
fourteen months old also living and well. 


P. H. This patient has had no serious illnesses. He 
was operated on in 1912 for inguinal hernia. 
While in the service during the World War, he 
was wounded (August, 1916) in the left chest 
as a result of a shrapnel burst. He was taken 
to the field hospital, walking until he collapsed, 
and then carried the remaining distance. He 
was removed from the field hospital to Rouen 
where he remained one month. The diagnosis 
made at this time was collapsed lung. He had 
a sharp pain in his left chest which extended 
from his wound down to the vicinity of his 
umbilicus and he also began to experience short- 
ness of breath. The day before he left Rouen, 
he stated that he had a desire to use the bed- 
pan and in the resulting feces, noticed what 
he described as “green, congealed blood’. At 
this hospital the x-rays showed a piece of shrap- 
nel near the apex of his heart. His condition 
improved and the shortness of breath became 
less marked. He was then moved to a convales- 
cent hospital in Stoke-Trent, England, where 
he remained until November. He was then sent 
home to Scotland on a two weeks’ leave. At the 
expiration of this leave he was to report for duty 
in Ireland. After he had been home for three 
days he began to be troubled with a choking feel- 
ing and also considerable pain on breathing, par- 
ticularly in the lower left chest. He called in 
a local doctor who ordered him to the Military 
Hospital in Edinburgh where he was operated 
upon for “intestinal obstruction”. He stated 
that the operation at this time revealed a stran- 

*Read at the Annual Meeting of the New England Surgical 

Society, Burlington, Vermont, September 29, 1934. 


tTruesdale, Philemon E.—Surgeon, Fall River, Mass. Phip- 
pen, Walter G.—Visiting Surgeon at the Salem Hospital. For 
records and addresses of authors see “This Week’s Issue,” 
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gulated diaphragmatic hernia which was reduced. 
He was put back to bed; three days later the 
pain returned and he was operated upon and the 
hernia repaired. His convalescence was un- 
eventful and he was discharged July 2, 1917, at 
the same time being discharged from the army. 
He stated that his general health was good at 
this time except for some “shortness of breath 
and slight indigestion”. 


Since that time the patient has been examined 
by the Board of Pensions every three months 
until 1924; disability has been recorded from 40 
per cent to 80 per cent and his final dis- 
ability rating was 60 per cent. He has had in- 
digestion ever since and stated that eating a 
big meal caused a feeling of swelling in the 
lower part of his chest. He was in the Salem 
Hospital in October, 1927 for an abscess of the 
chest wall (at the posterior end of the old scar 
in the chest). This was incised and drained, 
with a speedy closure and convalescence. 


P. I. For the last three weeks the patient has been 
constantly troubled with “indigestion”. The 
pain has been more severe some days than others 
but has become acute at least every other day. 
It has been sharp, radiating to the left chest 
and shoulder and occasionally down the left arm 
to the elbow. Sometimes it has been directly 
associated with eating, coming on one hour fol- 
lowing the meal, although at times it has ap- 
peared without any definite relation to a meal. 
The pain has also radiated to the left side of the 
back and to the costal margin and has been so 
severe that he perspired freely during the attacks. 
He has been short of breath ever since the injury 
in 1916 but during the last three weeks this con- 
dition has been much more severe. He has had ~ 
a slight cough ever since childhood and during 
these attacks it has been extremely painful to 
cough. He has expectorated about two tea- 
spoonfuls of white phlegm daily. He has had 
no bloody sputum and no night sweats. He has 
had some wheezing but has not noticed that it 
became any worse on changing his position. 
Sometimes these attacks were accompanied by 
retching and sometimes not. He often felt very 
hungry afterwards and satisfying his hunger did 
not bring back the pain. 

His appetite has been fairly good. He has had 
nausea but no vomiting. Soda bicarbonate has 
given some relief. The type of food that he 
has eaten has not seemed to be of any signifi- 
cance but rather the quantity. He has had 
considerable gas and has noticed when he 
has been bothered with gas that the attacks 
of pain were more likely to occur. His bowels 
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have required mild laxatives. His stools have 
been normal in color; no tarry, bloody or clay- 
colored stools have been noted. He has had no 
dysuria, hematuria or frequency. 

The day before admittance, at noon, after a 
hearty lunch, he felt a pain in his left chest 
which remained constant during the afternoon 
but became worse after supper. He went out 
and took a long walk but there was no improve- 
ment. When he returned he felt nauseated and 
tried to vomit but could not. He called a doctor 
who gave him morphia, because the pain was 
so severe. This attack was similar to previous 
attacks but much more intense. He was admit- 
ted to the Salem Hospital the next afternoon, 


October 23, when the pain had almost disap-]. 


peared. On admission to the Hospital, although 
the pain had subsided, there was some general 
discomfort. A possibility of a recurrent dia- 
phragmatic hernia was considered and x-rays 
were taken. 


A flat x-ray showed: “The pulmonary field on the 
right is negative. On the left from the middle 
of the scapular region downward, there are many 
adhesions, one foreign body thought to be a bul- 
let, and it can be definitely established that there 
is a hernia of the diaphragm with the stomach 
displaced upward into the thoracic region.” See 
figure 1. 

P. E. Physical examination showed a well-devel- 
oped, rather short, stocky man, normal in every 
way except his chest. There was dullness over 
the lower left back with breath sounds faintly 
transmitted but without rales. There were, 
however, sounds resembling movements of gas 
within the intestine. The heart was displaced 
somewhat toward the mid-line. The right chest 
was clear and without dullness. 


The patient was transferred to the Truesdale 
Hospital, Fall River, Massachusetts to the care 
of Dr. Philemon E. Truesdale who operated on 
November 9, 1933. 


A noteworthy feature of this case of traumatic 
diaphragmatic hernia was the length of time 
which elapsed between the date of injury in bat- 
tle (1916) and the time of radical operation 
(1933), an interval of seventeen years. As in 
about 50 per cent of these cases, the patient was 
operated upon originally for intestinal obstruc- 
tion, the most common complication demanding 
interference. Following the operation for in- 
testinal obstruction in Edinburgh in 1917, he 
was ordered to return to duty though suffering 
from dyspnea, choking sensations, and intestin- 
al stasis. This is a repetition of what has hap- 
pened in many of the reported cases. 


At the time of the operation in 1917 it is 
probable that the obstructed bowel was reduced 
without closure of the aperture in the dia- 
phragm, although we have no definite informa- 
tion on this point. 


In this condition intestinal obstruction usu- 
ally recurs after reduction of the bowel. It is 
remarkable that this man, though manifesting 
other symptoms which aroused suspicion of 
diaphragmatic hernia, was free from acute intes- 
tinal obstruction over a period of sixteen years 
(1917-1933). When he came to us, November 1, 
1933, his chief complaint was acute indigestion, 


which had differed from the ordinary type in 
that it was accompanied by a sharp pain radiat- 
ing to the left thorax and shoulder and oceca- 
sionally down the left arm to the elbow. 


FIGURE I. Fiat plate taken before operation showing gas- 
filled stomach within the left pleural cavity. 


X-ray examination revealed the presence of 
the stomach (almost in its entirety), transverse 
colon, and small bowel in the left pleural cavity. 
Figure II shows the transverse colon above the 
diaphragm. 

Aside from the diaphragmatic hernia the pa- 
tient appeared to be in good condition and a 
good operative risk. Under gas-oxygen posi- 
tive-pressure anesthesia administered by Dr. 
Albert H. Miller, the hernia was exposed 
through a transthoracic approach. We found 
the transverse colon, small intestine, entire 
stomach, pancreas, spleen, and omentum filling 
the left thoracic cage. The lung was shrunken 
to the size of a grapefruit. (Figure III.) This 
has no significance, however. It may have been 
totally collapsed before anesthesia. There were 
adhesions of the hollow viscera to the edges of 
the aperture in the diaphragm. These were 
severed and all the abdominal organs restored 
to their position below the diaphragm. Through 
the aperture in the diaphragm the piece of 
shrapnel was palpated deep in the left side of the 
abdominal cavity but was not removed. <A one 
per cent solution of novocaine was injected into 
the left phrenic nerve. This limited the ex- 
cursion of the diaphragm while the aperture 
was repaired with a running suture of No. 5 


: 
— 
— 

» 4 on bs 4 

4 ¥ q 
— 


VOL. 212 
NO. 14 


NEW ENGLAND SURGICAL SOCIETY—TRUESDALE AND PHIPPEN 599 


silk.. The thoracotomy wound was then closed 
‘with interrupted sutures of silkworm-gut. 
Postoperative x-ray examination of the chest 
‘two weeks after operation showed the left dia- 
phragm elevated and adherent laterally at the 
site of operation. Lung fields appeared clear 
except for the thickened pleura at the left base. 
Examination with barium by mouth showed the 
‘stomach and small bowel in normal position be- 


FIGURE II. Drawing from roentgen-ray film before opera- 
tion with barium enema showing transverse colon in left 
thoracic cavity. 


low the diaphragm; examination with barium 
by enema showed the colon in normal position. 
(Figure IV.) E 
Convalescence was uninterrupted, and so far 
as we can learn, the patient has remained well 
since operation. 
COMMENT 


Until 1920 traumatic hernia of the diaphragm 
was reported more often than other forms, but 
now that many of the victims of war injuries 
are dead, the majority of the cases reported are 
of congenital origin, especially those of the 
stomach through the hiatus esophageus. Hed- 
blom’ found the incidence in a series of 1408 
eases to be 821 congenital and 587 traumatic, 
exclusive of a large series of esophageal! hiatus 
herniae. During the war, however, many deaths 


were due to penetrating wounds of the dia- 
phragm, the sloping high position of this septum 
presenting a large target for missiles. During 
four years’ service as a British army surgeon, 
Bryan’ never saw a bayonet wound of the dia- 
phragm, probably because bayonet wounds were 
usually fatal. Damage to the diaphragm was 
more often the result of bullets or shell frag- 
ments. In his series of fifty cases, sixteen were 
due to bullet wounds, thirty-four to shell. 


Many of these cases give no symptoms or run 
a chronic course until strangulation of viscera 
causes alarming symptoms. As with hernia in 
general, these patients are in constant danger 
of strangulation. In Koopman’s case, six years 
elapsed rather uneventfully and suddenly fatal 
strangulation occurred. The patient, a man of 
thirty-one, was shot twice in the abdomen. He’ 
suffered violent attacks of colic, the condition 
being diagnosed once as gastric ulcer. He was 


FIGURE III. Drawing showing position of herniated viscera 
transposed through tear in the left diaphragm. 


sent to the hospital July 10, 1931, but died 
without surgical interference. At autopsy it 
was noted that in the abdomen the omentum 
was absent, stomach intact, duodenum and as- 
cending colon greatly dilated; in a large trans- 
verse slit in the diaphragm were loops of jeju- 
num, omentum, and a great portion of the 
transverse and descending colon. The omen- 
tum was adherent to the edges of the slit and 
owing to distention and adhesions the hollow 
viscera could not be removed from the thorax. 


In the Museum at Val de Grace is a specimen 
showing a hernia of the diaphragm which was 
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not recognized during life. One year after in- 
jury, death occurred from strangulation of the 
transverse colon. 

Polson‘ in 1930 reported an unusual case. A 
man, forty-three years old, was wounded in the 
right thigh in 1917. The foreign body traveled 
upward and inward to the left from this wound 
and through the diaphragm. The patient died 


FIGURE Iv. 
gastro-intestinal tract two weeks after operation. 


Composite drawing of x-ray films showing 


shortly after admission. The omentum and 
much of the transverse colon, several feet of 
small intestine, strangulated, were in the left 
thorax. The left lung was completely collapsed 
and the heart pushed to the right. One third 
of the stomach was in the chest and the piece of 
steel was discovered in the lower lobe of the left 
lung. Thus twelve and one-half years passed 
and it was only at autopsy that this hernia was 
discovered; it existed from the time when the 
diaphragm was injured, but nothing in the 
patient’s history indicated its presence until 
strangulation occurred. 

Parenthetically, it may be said that by 
prompt interference, the lives of these patients 
could have been saved by a cecostomy. 

Some of these cases are revealed by the x-ray 
examination when they ere not causing alarm- 
ing symptoms. For example, Aimé’s® patient 


received extensive injury, but said that except 
for being very thin and tiring easily on exer- 
tion he felt no troublesome symptoms two years 
after injury and refused operation. Yet the 
x-ray film showed a large opening in the left 
diaphragm, stomach, and splenic flexure in the 
chest and a fracture of the tenth left rib. The 
diaphragm was immobilized by adhesions. 

Lafourcade® operated upon a soldier six 
months after he had been wounded in the lower 
left thorax. X-ray examination revealed a her- 
niated stomach. After reduction and repair by 
the thoracotomy route, symptoms of hemoptysis 
and intercostal pain disappeared. 

Sometimes the results of the roentgen-ray ex- 
amination may be misleading, as in a case re- 
ported by Greig’, of a soldier wounded Octo- 
ber, 1914. In 1916 the x-ray film was inter- 
preted as indicating hydropneumothorax. Thor- 
acotomy revealed hernia of the diaphragm. In 


a 


FIGURE V. Opaque meal six months after operation. 


a case reported by Aimé and Solomon® the 
opaque meal in the vertical position apparently 
showed most of the stomach in the chest. There 
was no hernia of the diaphragm, however, but 
an abnormally high diaphragmatic dome, that is, © 
eventration. 

Often these cases of diaphragmatic hernia 
were overlooked during the war, when a gun- 
shot wound in the region of the diaphragm 
should have aroused suspicion of the condition. 

In a case reported by Bellwood’, an able sea- 
man was wounded by shrapnel at Gallipoli and 


spent a month in a war hospital. The diaphrag- 
matic hernia was not discovered and the pa- 
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tient returned to duty as a mine-sweeper. He 
suffered for two years with left hypochondriac 
pain, which increased in severity from straining 
on cables and doing other heavy work on the 
boat. Finally he was operated upon at the naval 
hospital. The transverse colon, omentum, and 
parts of the small intestine had herniated 
through a large opening in the left diaphragm. 
The spleen was matted to the diaphragm by 


FIGURE VI. Eleven months after operation. Film taken 
with patient standing without an opaque meal. 


numerous old adhesions, the aperture being over 
the apex of the spleen. Reduction of the hernia 
was thought impossible. The patient died two 
days later. 


On another occasion a case was discovered 
after a complaining soldier had passed through 
numerous physical examinations. This patient 
was wounded in 1918, but Andrew of England’® 
reports that the rent in the diaphragm was over- 
looked. Symptoms gradually grew worse as 
more of the stomach passed into the chest. 
Finally he sought relief at a hospital in 1921. 
He was too ill for an x-ray examination, ex- 
hausted, anemic, suffering from obstruction, hav- 
ing passed ‘‘from pillar to post’’ for three 
years, and returning to ‘‘duty’’ after each ex- 
amination. This man was operated upon by the 
laparotomy route and recovered. 


METHODS OF SURGICAL APPROACH 


In operating for hernia of the diaphragm, 
there are two avenues of approach, the abdom- 


inal and the thoracic. Sometimes a combination 
of these two routes is employed. Most of the 
operations reported by American surgeons show 
a decided preference for the abdominal ap- 
proach, whereas the French and German sur- 
geons favor thoracotomy. Invasion of one side 
of the chest cavity in liberal fashion has be- 
come a common practice since the war. There 
is now less hesitation to approach the diaphragm 
by this method. 

In a monograph on surgery of the chest Sir 


| Berkeley Moynihan" makes the following com- 


ment: 


“The subject of thoracic surgery is one which 
before the war had been made difficult by the cum- 
bersome methods employed. The fear of pneumo- 
thorax was present in the minds of most surgeons 
and was a powerful deterrent.” 


The safety of open operations on the chest 
had been emphasized years before the World 
War. Binnie’* advocated the transthoracic op- 
eration in 1906. Carson and MHuelsmann*® 


FIGURE VII. Taken at same time as figure VI, with opaque 
meal and patient in Trendelenburg position. 


adopted this method of approach in 1912. Mc- 
Guire’* in 1912 operated successfully in three 
instances by the thoracic route and this method 
was adopted by Greig’ and others. Major 
Granger’ of the British Army found difficulty 
in suturing the aperture in the diaphragm by 
the abdominal route and after working for two 
hours was unable to complete the operation suc- 
cessfully on account of the collapsed condition 
of the patient. 
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One argument for using the abdominal ap- 
proach is the occasional necessity of operating 
upon a hollow viscus. Polson believes the ab- 
dominal route the method of choice when there 
is acute intestinal obstruction and strangulation, 
for then the problem is primarily abdominal. It 
should be, but not for reduction and repair at 
the same time, whenever a cecostomy would 
suffice to relieve obstruction. 


Among the advantages which may be claimed 
for thoracotomy are the following: 


1. It affords a more direct approach. 


2. Pneumothorax and collapse of the lung 
are not to be feared. They exist already, as in- 
evitable consequences of a hole in the diaphragm 
and the transposition of hollow viscera to a posi- 
tion above the diaphragm. 


3. The open thorax allows the separation of 
adhesions under direct vision. 


4. Once the herniated viscera are replaced 
within the abdomen, they are out of the way, 
warm, and well protected. 


5. With less exposure of the bowel, the degree 
of shock is minimized. 


6. Suturing from above is more simple than 
from below. 
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DISCUSSION 


Dr. BENJAMIN H. AtTon, Worcester, Mass.: May 
I ask Dr. Phippen how long after the operation the 
film of the chest was taken? 


Dr. PuiprpeN: January 25, 1934. I believe the 
operation was November 9, 1933. One set of films 
has been taken since. 


Dr. Atton: The film discloses an excellent result. 
You and Dr. Truesdale are to be congratulated for 
bringing this case to a successful issue. 


This case which has been shown to-day brings 
to memory many similar cases that I operated upon 
while in the Army. 

In the year of 1918 it was my good fortune to be 
operating in the advanced Casualty Clearing Sta- 
tions in the Ypres sector where my work was con- 
fined to chest and abdominal surgery. Many cases 
came under my care where a fragment from a high 
explosive shell had penetrated the chest, tearing 
through a portion of the lung, lacerating the dia- 
phragm and lodging in the wall of the stomach 
or in the liver. Occasionally the pericardium would 
be torn and in some instances the heart muscle 
would show signs of trauma. When these men were 
rendered physically fit with rest, the application of 
heat, the administration of fluids and blood trans- 
fusion, an operation was performed. 


The operation consisted of a débridement of the 
entrance wound of the chest. If it was necessary, 
the opening in the chest-wall was enlarged remov- 
ing sufficient amount of ribs to allow free move- 
ment of the hands in the pleural cavity. The lung 
would then be explored and the damaged lobe would 
be delivered through the opening in the chest wall. 
Occasionally partial lobectomies were necessary. 
However most of the wounds of the lungs were 
confined to furrows of the surface or to tracts made 
through the lung tissue. The furrows and tracts 
were completely removed and the bare surfaces of 
lung tissue were then approximated with a running 
suture of chromic catgut. The pleural cavity would 
then be wiped with wet gauze. The laceration of 
the diaphragm would be completely excised, en- 
larged if necessary and the missile looked for in the 
abdominal cavity. If the missile was found in the 
stomach wall, it was removed, the damaged area of 
the stomach excised and the opening closed. The 
diaphragm would then be sutured with a running 
ligature of chromic catgut which was followed by a 
plastic repair of the chest wall. Before the last 
stitch was tied in the repair of the chest wall the 
lung was inflated, the suture tied thus bringing 
about an air-tight wound. 


If the missile entered the liver, it was removed, 
a gauze drain was lightly packed in the tract and 
brought out through the original chest wound. 


Strange as it may seem the mortality in these 
cases was low, and, taking in consideration the 
dirty missile with parts of clothing attached to 
them, the incidence of empyema following these 
operations was low. Occasionally secondary opera- 
tions for empyema were necessary, but the infec- 
tions were more often controlled by frequent aspira- 
tions and injections of gentian violet solution in the 
pleural cavity. 
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THE PSYCHOGENIC ORIGIN OF ORGANIC DISEASES* 


BY ELI MOSCHCOWITZ, M.D.t 


__, mental processes may be the cause of 
organic disease has been suggested repeat- 
edly. But no consistent and systematic study 
has been made of their genesis either in regard 
to the sequestration of the particular mental 
processes and emotional reactions that are re- 
sponsible, or in the differentiation of personality 
types. I am not referring to the profound rela- 
tion that emotion may have upon the manifesta- 
tions of established organic disease, nor.upon 
the modifications that a disease may undergo 
when it has been engrafted upon different per- 
sonalities, but to definite causal relations he- 
tween reiterated emotional reactions and well- 
established anatomical lesions in one or various 
organs. The proof that such a relationship 
exists cannot be tested by instruments of pre- 
cision. The mental reactions of personality are 
not easily subject to such assays. This preb- 
lem can best be studied by frank empiricism 
and observation. One must be in the position to 
observe the disease throughout its entire biologi- 
cal course; from the stage of emotional response 
through the initial and middle stages when the 
functional changes dominate the clinica] expres- 
sion of the disease, down to the terminal phase 
when the anatomic lesions of the organs be- 
come manifest. This is not a job for the spe- 
cialist, the consultant, or those who work ex- 
clusively in hospitals. These only see a small 
cross section, usually the terminal, of the life 
eycle of a disease. The study of this problem 
is essentially the prerogative of the general 
practitioner. After all it does not require an 
extensive or profound mental equipment or spe- 
cialized training to make such a study. A 
knowledge of the finer shades of human con- 
duct and the ability to grasp the significance of 
human motives combined with patient observa- 
tion and broad sympathy are all that are es- 
sential. 

That emotion may cause profound functional 
changes is acknowledged. Often this change is 
measurable; one need only mention the rise in 
blood pressure, the elevations of basal metab- 
olism, and the increases in blood sugar and the 
gastric secretory changes during episodes of 
emotional conflict. At other times, the fune- 
tional change is expressed in the form of either 
spasms or increased peristalsis of certain hol- 
low organs,—the stomach, colon, urinary blad- 
der and the bronchi. Such functional disorders 
are as a rule evanescent, and cease when the 
insult has spent its force. What is insufficiently 
recognized, however, is that if the emotional in- 


*Read before a joint meeting of the Neurology, Psychiatry 
and Internal Medicine Sections of The New York Academy 


of Medicine, February 13, 1934. 


tMoschcowitz, Eli—Associate Physician, Mt. Sinai Hospital. 
For a and address of author see “This Week’s Issue,” 
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sults continue over prolonged periods the func- 
tional reactions become more or less fixed. In 
other words, the blood pressure, the basal metab- 
olism, and the blood sugar remain elevated and 
spasms of hollow organs become continuous. 
And here arises a problem of vast import. Can 
a prolonged abnormal function result in pro- 
found anatomic change in the affected organ? 
I believe it can. It has thus far been exceed- 
ingly difficult for clinicians and especially path- 
ologists to recognize that such a sequence is pos- 
sible because we are still largely under the dom- 
ination of the Continental School which taught, 
and still teaches, that morbid anatomy comes 
first and abnormal function follows. Indeed in 
the vast majority of disease processes this lat- 
ter mechanism obtains, especially when there is 
an exogenous cause. In the diseases of emotional 
origin, however, the process is reversed. For 
such diseases I suggest the term ‘‘ Psychnosia.’’ 
I shall discuss the following diseases with an- 
atomical organic change, which to my mind are 
of psychological origin. ° 
Essential hypertension. 
‘*Graves’’ syndrome. 
Gastric and duodenal ulcer. 
Cardiospasm. 
Spastic or irritable colon and mucous 
colitis. 


Essential hypertension. The current view 
regards essential hypertension as the primary 
phenomenon, and that the changes in the cardio- 
vascular-renal system are consequent to the hy- 
pertension. The main reasons for this belief 
are first, that cases of essential hypertension ob- 
served from the very beginning to the terminal 
phases reveal such a sequence; and secondly, 
that in hypertension of the pulmonary circula- 
tion in which the hypertension is ascribable to 
an organic increased intravascular resistance 
(e. g., mitral stenosis) changes in the pulmonary — 
parenchyma and in the pulmonary vessels anal- 
ogous in every detail to those found in essen- 
tial hypertension in the organs supplied by the 
greater circulation notably the heart and kid- 
neys, are easily demonstrable. The two cir- 
culations are entirely independent so far as the 
genesis of such vascular changes are concerned. 
This complete independence is important to rec- 
ognize because it furnishes proof that the mor- 
bid changes in the vascular system, included un- 
der the generic name of angiosclerosis are the 
result of intravascular pressure and its increased 
gradient, hypertension, and not to any other 
factor. The changes in the organ affected by 
the sclerotic vessels are pathogenetically easily 
ascribable to the diminished blood supply and 
attendant compensatory phenomena’. 
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It must be insisted upon that hypertension 
is not a new insult that has entered the organ- 
ism, such as a bacterium or a trauma, for in- 
stance, but is simply an exaggeration of a nor- 
mal phenomenon, namely, intravascular tension. 
This obvious fact has escaped the attention of 
many observers who could not reconcile the 
arteriosclerosis so often witnessed in the senes- 
cent years with the normal blood pressure dur- 
ing life. All that hypertension does is to pro- 
duce these changes sooner and more intensively. 


a rule these people are ‘‘successful’’, and they 
may be said to die of ‘‘success’’. Their most 
conspicuous mental incapacity is their inability 
to play. They are no longer children. To my 
mind it is the psychical as much as the physi- 
eal that brings on premature old age. <A well- 
balanced life requires play as well as work, an 
alkali, if you may so put it, to neutralize the 
— acid of the ‘‘fret and fever’’ in our 
ives. 

The physical attributes of many of these pa- 


Normal tension 


— Arteriocapillary fibrosis 4 
Hypertension 


Arteriosclerosis 


CHART 1°. 


— Pancreas: 


— Extremities: 
— General arteriosclerosis: 


{—>» Brain (cerebral arteriosclerosis; apoplexy). 
— Retina: retinitis. 


— Heart: coronary disease; arteriosclerotic 
valvular disease; myocardial insuffici- 
ency. 


capillary fibrosis of islands of 
Langerhans (diabetes). 


— Splanchnic arteriocapillary fibrosis. 
— Kidney: arteriocapillary fibrosis; malignant 


sclerosis. 
arteriosclerotic gangrene. 
cachexia; atrophy. 


Eventualities possible in hypertension. 


The issue now centres around the problem of 
the cause of essential hypertension of the great- 
er circulation. Observation of many eases over 
long periods of years has convinced me that es- 
sential hypertension occurs mostly in individ- 
uals of a certain psychic make-up which may be 
termed the antithesis of the child’s mental out- 
look. In a previous paper’, I described these 
individuals as follows: ‘‘The greatest propor- 
tion of patients afflicted with hypertension con- 
form to a certain type, which may be described 
as both physical and psychic. The patients are 
overweight and sometimes quite obese. The neck 
is short, the muscles are soft, their bodily move- 
ments are sluggish, their carriage and walk un- 
graceful and they lack the spring and elan of 
the former athlete. Psychically, these people 
are tense; they pursue their vocation with tre- 
mendous seriousness and worry over triviali- 
ties. In consequence they are irritable. Phlegm 
and hypertension are, in my experience, antag- 
onistic. Furthermore, these individuals have 
narrow intellectual horizons. Their interest in 
anything outside of their business is desultory. 
Their sleep is not restful and they ‘‘do not 
believe’’ in vacations. Who eannot recognize 
in this picture the ‘individual that has been 
facetiously termed the T. B. M., or ‘‘tired busi- 
ness man’’, whose tastes have activated a large 
portion of thé so-called modern drama? He 
eats well, drinks alcohol to obtain the stimula- 
tion that his mental faculties do not afford, and 
his most violent exercise is his walk to and from 
the conveyance that takes him to business. As 
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tients are well recognized under the phrase ‘‘the 
hypertensive constitution’? and were regarded 
by many as the primary anatomical framework 
upon which the hypertension is engrafted. Such 
a constitution appears often familial and is 
therefore regarded as genotypic in origin. To 
my mind the proof that this ‘‘constitution’’ 
when it does occur is genotypic is far from ob- 
vious; it can as readily be accounted for as the 
result of influences determined by the psychie 
make-up of the individual; because a certain 
build is familial, one must not jump to the con- 
clusion that it is congenital and not transmissi- 
ble. A man may become fat because he is lazy 
as well as become lazy because he is fat. 
Although both the psychic and _ physical 
make-up of these types of individuals bears all 
the earmarks of being phenotypic rather than 
genotypic in origin, the problem remains of 
tracing the environmental influence that has 
created this vast and increasing race of hyper- 
tensives. I believe these influences are by- 
products of the so-ealled ‘‘progress’’ of modern 
civilization which has engendered a steadily in- 
creasing swiftness of pace and a greater com- 
pactness of mental and physical existence. We 
live, therefore, in terms of experience, twice as 
long as our predecessors, so that in comparison 
with previous generations a person to-day who 
has reached the age of forty-five has in terms of 
experience really lived to ninety. This is one 
of the reasons, I believe, why we are to-day 
confronted with the appalling increases in the 
frequency of cardiovascular-renal diseases. We 
have controlled many of the infections, but we 
are thus far powerless against this Frankenstein 
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of modern civilization. In these remarks I have 
only attempted to develop in specific terms what 
has always been recognized as a cause of arterio- 
sclerosis, namely, wear and tear. 


2. Graves’ syndrome. In a previous study* 
I tried to show that Graves’ is, strictly speak- 
ing, not a disease but a group of symptom-com- 
plexes with a fairly definite course, evolving 
from that group of signs and symptoms termed 
autonomic imbalance or: Basedowid, ete., then 
passing into the stage of formes frustes and 
finally reaching its fullest development in the 
classical picture of Graves’ disease character- 
ized by tachycardia, tremor, heightened -basal 
metabolic rate and usually some organic changes 
such as an enlarged thyroid gland and exoph- 
thalmos. As a result of treatment or even spon- 
taneously, there is also seen a reversion from 
the fully developed to the larval form. 


has undergone an hypertrophy. Even the or- 
ganic evidences of the disease are in a sense 
exaggerations; the thyroid gland swells or if it 
has been previously swollen it grows larger. 
The wide staring eyes become more prominent, 
and the basal metabolic rate, which in the lar- 
val stage of such individuals usually veers to 
the plus side, becomes elevated. Here again, 
therefore, as in essential hypertension, the evi- 
dence is that Graves’ syndrome does not rep- 
resent a foreign invasion of the organism but 
an exaggeration of a normal tendency. The 
personality of one affected with Graves’ disease 
is much more subtly influenced by the ordinary 
tribulations of daily life than that of the phleg- 
matic individual. Even a small emotional strain 
may produce profound symptoms. 

In a recent study by the psychoanalytic 
method of fifty patients with Graves’ disease, 
Lorand and the writer* found that the sensitiv- 


— Persistent tachycardia 


— Arrhythmia; fibrillation 


Constitution — formes frustes — Graves’ disease { 


(synonyms) 


Basedoid 
Autonomic imbalance 
Pre-Basedow 


| —> Hypertension 
— Acute thyrotoxicosis 


— Myocardial 
insufficiency 


— See chart 1 


CHART 5*. Exophthalmic goiter. 


I also tried to show that individuals thus af- 
fected belong to a type that is extremely wide- 
spread, namely, highly sensitive, irritable or 
‘‘touchy’’ individuals, who respond to life with 
extreme delicacy. As a consequence their emo- 
tional life has a wide curve, varying from ec- 
stasy to profound depression. These people are 
often manic and thrive on stimulation, and be- 
long essentially to the artist type. Analysis 
of their history usually reveals that this per- 
sonality was already formed long before the 
symptoms of the disease became manifest, some- 
times dating back to childhood. The sensitive 
emotional personality explains why Graves’ syn- 
drome is more common in women and why 
young children whose emotions are not fully 
developed are comparatively free from the dis- 
ease. Study of the history reveals that in most 
instances the patient dates the onset of the dis- 
ease from a sudden emotional crisis or conflict. 
In others the transition is insidious. If one 
has the occasion to know well the patient’s per- 
sonality before the onset of the symptoms and 
has witnessed the transition, one is impressed 
with the fact that he has been witnessing noth- 
ing more or less than an exaggeration of a nor- 
mal trend; in other words, the emotional insta- 
bility is greater, the manic tendencies are more 
marked, the pulse is more rapid, the tremor is 
more pronounced. The personality, so to speak, 
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ity of temperament is in most instances the re- 
sult of excessive protection by the parents, espe- 
cially by the mother, in early childhood. These 
patients were so shielded from possible harmful 
influences that when they reached adult life 
they were unable to cope with its ordinary trib- 
ulations. They claim that their life is an un- 
usually hard one. In other words they remain 
infantile in their reaction to their environment. 
They have the doubting folly, become morbid, 
introverted and exceedingly interested in the 
interpretations of their own psyche. They show 
a tendency to love the mystical. They contin- 
ually rationalize their motives. 

We also find many disturbances of the sexual 
life in most of these patients. Frigidity in the 
women is almost universal. There is fear of 
pregnancy and fear of childbirth combined with 
intense resentment and repressed aggression 
against men. The unmarried girls reveal psy- 
chosexual infantilism. In men, similar situa- 
tions exist: degrees of sexual impotence or at 
least difficulties in sexual adjustment are al- 
ways present. 

This aggravation of a normal trend is con- 
sistent with the accepted interpretation of 
Graves’ syndrome as a hyperthyroidism. Ali 
available evidence shows that the thyroid gland 
is not the primary organ affected, but that it is 
a link in the chain of cireumstances between the 
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so-called personality or constitution on the one 
hand, and the expression of the disease on the 
other. Whether the mechanism is through the 
autonomic nervous system, or through the action 
of the other endocrine organs, especially the 
adrenal, is an unsettled problem. One must be 
careful not to attribute a mechanism as the 
‘‘eause’’ of a disease. This mistake is too often 
made. 

The Graves’ constitution cannot be entirely at- 
tributed to environmental factors, because it is 
difficult, if not impossible, to explain the extra- 
ordinary frequency with which status lym- 
phaticus is associated. The only explanation I 
have to offer for the latter relation is this; that 
patients with status lymphaticus are in an ob- 
scure way notoriously sensitive to psychic and 
physical traumata. The constitution of Graves’ 
syndrome is therefore determined both by en- 
vironmental and anatomical influences. 


3. Gastric and duodenal ulcer. The proof 
that peptie ulcer is psychogenic in origin is at- 
tended with greater difficulty than the forego- 
ing two diseases, because the personality of pa- 
tients with ulcer has not yet been sufficiently 
studied, and because we are insufficiently ac- 
quainted with the life cycle of the disease. We 
are not as yet aware of the larval or functional 
phase. Apparently one either has an ulcer or 
one hasn’t; an intermediate stage between the 
functional and organic phase is not apparent. 
The view of Konjetsny and his school that a 
chronic gastritis precedes the development of an 
ulcer must be viewed with some scepticism.* 

The available evidence seems to show that the 
gastritis is secondary, the result of chronic in- 
fection from the ulcer and not the primary phe- 
nomenon. Other considerations aside, it is dif- 
ficult to explain many of the peculiar clinical 
manifestations of peptic ulcer upon the basis 
of a primary inflammation; the exquisite human 
character of the disease, its limited localization 
not merely in the gastric and upper duodenal 
mucosa, particularly in the ‘‘magenstrasse’’ and 
the relative immunity of the remainder of the 
intestinal tract; the great predominance in 
males and the rarity of the disease in child- 
hood. The same processes of reasoning are ap- 
plicable in relation to the problem as to whether 
bacteria, especially streptococci, are responsible 
for the lesion. All evidence seems to show that 
such bacteria when found in an ulcer are sec- 
ondary invaders. In other words, every attempt 
to explain peptic uleer as an infection or toxi- 
cosis has thus far proved futile. 

In the study of patients who have gastric or 
duodenal ulcer one is impressed by the fact 
that psychogenic factors influence the disease 

*It is well to note that the histologic criteria of ‘“chronik 
gastritis’ are still vague, for, strangely enough, the norma 
histology of the gastric mucosa according to age, the activ: 


or resting stage, character of nourishment, race, etc., has neve: 
been satisfactorily studied. 


profoundly. As in Graves’ syndrome one finds 
with remarkable frequency the story that the 
onset of the symptoms began promptly after 
emotional conflict or mental strain. Indeed, 
such conflicts are the commonest predecessors 
of recurrence of symptoms in peptic ulcer, more 
so than infections, change of season, indiscre- 
tions in diet, or overindulgence in tobacco. In- 
deed, one of the characteristic admissions of suf- 
ferers with peptic ulcer is the freedom of pain 
and the ability to eat everything when on a holi- 
day. Clinicians of previous generations instinc- 
tively recognized the importance of psychogenic 
factors; one of their favorite therapeutic recom- 
mendations for ‘‘chronie indigestion’’ (in re- 
trospect mostly peptic ulcer) was a holiday. In- 
deed, no treatment of peptic ulcer can be re- 
garded as adequate unless the patient is given 
peace of mind. It is a common experience in 
the wards of a general hospital that, when the 
patient continues to have pain under the con- 
ventional Sippy treatment, one finds either a 
complication or that the patient is in a state 
of severe mental upheaval; when this is relieved 
the pain subsides. In peptic ulcer as in Graves’ 
syndrome the patient’s disease and his mental 
processes cannot be divorced. 


.However, all of us are victims at time of men- 
tal conflict, but only a few of us develop peptic 
ulcer. That a certain constitutional make-up 
upon which a peptic uleer may be engrafted is 
necessary has been recognized for years, and it 
is interesting to review how this problem has 
been approached. Westphal and Katsch® found 
the psyche of their patient very labile; the pa- 
tients were irritable and showed hysterical mani- 
festations. They found vasomotor disturbances 
with hypermotility of the gastro-intestinal tract, 
spastic constipation, nervous diarrheas, in- 
creased sweating and staring eyes. They re- 
marked upon the close resemblance of these 
manifestations to those found in Graves’ syn- 
drome. Tscherning® found introversion and 
sensitivity the predominant traits. Ruhmann’ 
found that three-quarters of his patients with 
peptic ulcer belonged to Kretschmer’s schizo- 
thymie constitution. The patients were shut-in, 
self-sufficient souls and to a large extent inde- 
pendent of their environment. They were sen- 
sitive but cool. When they got angry they suf- 
fered an inward conflict; rarely did it result in 
an outward explosion. Draper and McGraw*® 
concluded that patients with peptic ulcer re- 
vealed a rapid expenditure of nervous energy, 
great fearfulness and quick adjustment to 
changes in environment. They were ideal op- 
portunists and mental sprinters. They had lit- 
tle endurance but were promptly rehabilitated 
by food, rest and relief from anxiety. They 
were strongly heterosexual. 


In my experience, the psyche of patients with 
peptic ulcer is more or less uniform. Broadly 
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speaking, these people are highly irritable, sen- 
sitive, self-absorbed and mentally inelastic. 
They may be called ‘‘all or nothing’’ folk. They 
are usually inclined to be fighters. Even with- 
out any suggestion they commonly submit the 
remark that they ‘‘swallow their anger’’ and 
that in periods of emotional stress they feel a 
lump in their stomach. It is interesting, as 
possibly indicating the mechanism of the de- 
velopment of the lesion, that these symptoms 
representing spasm antedate the clinical appear- 
ance of the ulcer by many years, even into child- 
hood. Their facies mirror to a large degree their 
temperament. They have the ‘‘lean and hun- 
gry look’’ of Cassius; the expression is hard and 
tense; the eyes deep set and sullen, the mouth 
is firm, the jaws angled and aggressively set 
with prominent masseters. The lines of the face 
are sharply drawn’ and the general expression 
is troubled. Unless the ulcer bleeds, the face is 
highly colored or even cyanotic. Draper® has 
measured the delineaments of this facies and has 
obtained results which enable him to differen- 
tiate the patients afflicted with ulcer and those 
with disease of the gall bladder. Even with- 
out precise measurements, experience enables 
one to select patients with peptic ulcer in a gen- 
eral ward with fair accuracy. To what degree 
these physical characters are genotypic or pheno- 
typie it is impossible as yet to say, but it is 
probable that the physical characters are large- 
ly the result of the psychic make-up. Certainly 
there is no warrant for assuming any genotypic 
characteristics, such as one finds in the lymphat- 
ic constitution of many of those afflicted with 
Graves’ syndrome. 


However, it is one thing to appreciate the 
psychie factors in the genesis of peptic ulcer but 
another to explain the mechanism whereby 
these psychic influences generate such a pro- 
found lesion with its manifold potentialities. 
The discussion of the so-called neurogenic origin 
of peptic ulcer, a tacit recognition that psycho- 
genic factors are important, forms one of the 
most perplexing chapters in medicine. 


First of all, certain clinical data have been 
submitted to prove the neurogenic origin of pep- 
tic uleer. Almost every variety of cerebrospinal 
lesion has at some time been reported as asso- 
ciated with peptic ulcer; brain tumors, espe- 
cially those involving the mid-brain, neuritides 
of various sorts, herpes zoster, tabes dorsalis 
with or without degeneration of the vagus nerve, 
lead poisoning, pulmonary tuberculosis with in- 
volvement of the vagus nerves by diseased 
mediastinal glands, ete. Others (Burdenko and 
Mogilnitzki’®) found regressive changes in the 
midbrain of patients with peptic ulcer and claim 
even to have produced gastric hemorrhages and 
erosions in dogs by injuring this region. Num- 
berless experiments have been attempted in the 
same direction. The vagus and sympathetic 
nerves have been divided and irritated. the 


celiac axis has been removed or injected with 
irritants, and various drugs and poisons sup- 
posed to act specifically upon the nerves have 
been introduced. Almost every method has been 
reported as producing a peptic ulcer. An un- 
biased critique of these experiments, as set forth 
in Von Redwitz and Fuss’s* comprehensive 
book, leaves one extremely skeptical; first, be- 
cause so many of the results have not been con- 
firmed, secondly, because diametrically opposed 
results have been reported by observers using 
the same method, thirdly, because few have 
taken into consideration the normal incidence 
of ulcer in animals, and fourthly, because of in- 
sufficient control observations. Nor can one be 
profoundly impressed by the clinical associa- 
tions between lesions of the cerebrospinal sys- 
tem and peptic ulcer, because first, the frequen- 
ey of the associations is not great enough to be 
beyond the workings of mere chance, and sec- 
ondly, because it is not always a chronic ulcer 
that is described, but an erosion, and it is very 
doubtful whether a gastric erosion is the same 
thing as a gastric ulcer or even a precursor of it. 


The possibility of the neurogenic origin of 
peptic ulcer has been approached by way of the 
vegetative nervous system. Various observers 
have tried to show that patients afflicted with 
peptic ulcer have more irritable vegetative nerv- 
ous systems than normal, because they respond 
more readily to drugs (adrenalin, pilocarpine, 
and atropine) that are supposed to act specifi- 
cally upon this system (Winkelstein). Assum- 
ing even that such results are positive, one has 
no right, in the present state of our knowledge 
of this much abused unit of our nervous system, 
to claim anything for these experiments except 
that these patients are sensitive to those drugs. 
Any other generalization is as yet unjustified. 
Experimental results upon animals by divi- 
sion and various forms of irritation of the veg- 
etative nerves have proved most equivocal. This 
is not surprising when one considers that, owing 
to its innumerable connections with the somatic 
nervous system and the more or less autonomous 
ganglia in the stomach wall, it is difficult if 
not impossible to isolate the activity of this 
system. 


Another method of experimental attack to 
prove the neurogenic origin of peptie ulcer has 
been approached by way of the vasomotor 
nerves. This appears reasonable, because an 
erosion of the mucosa can be produced, even 
though with difficulty, by ligation or by artifi- 
cial embolization of the gastric vessels. Fur- 
thermore, such erosions are witnessed not un- 
commonly in the human stomach, accompanied 
by local arteriosclerosis or following retrograde 
vessel blocking after operations upon the omen- 
tum (Hiselsberg’*?). Unfortunately such ex- 
perimental ulcers remain erosions, which heal 
promptly and do not evolve into the chronic in- 


durated ulcer. Tndeed here lies one of the dom- 
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inant problems in the experimental production 
of ulcer, namely, what factor or factors lead to 
the establishment of this peculiar chronicity of 
the human peptic ulcer? If the erosion is the 
earliest phase of peptic ulcer, why is it almost 
impossible to prevent such ulcers from healing 
promptly? Various means have been employed 
with more or less success to make such erosions 
chronic; some have succeeded but by methods 
that do not obtain in human beings; for in- 
stance, by injecting chemical irritants in the 
neighborhood of the ulcer, by repeated x-ray 
applications, ete. It seems that we have ac- 
cepted altogether too lightly the assumption 
that the gastric erosion is the precursor of the 
peptic ulcer. There is as yet no proof that such 
is the case. Hauser™ who has devoted a life- 
time to the study of peptic ulcer and whose mon- 
ograph on the subject is classical, denies this 
assumption entirely. 


An attempt to bring harmony into this vexed 
field was made by von Bergmann‘* whose hy- 
pothesis has had a wide acclaim in Continental 
Europe. Briefly, he assumes a disharmony in 
the vegetative nervous system which leads to 
local spasm of the gastric wall, which, with or 
without vascular contraction, leads to an 
ischemic necrosis resulting in an erosion and, 
eventually, ulcer. Chronicity is determined by 
continuous spasm, the result of a vicious circle. 
v. Bergmann claims to have found stigmata of 
disharmony of the vegetative nervous system, 
according to the criteria propounded by Ep- 
pinger and Hess. Thus far, no conclusive evi- 
dence has been submitted to substantiate this 
hypothesis. Any theory concerning the produc- 
tion of peptic ulcer that involves vascular clo- 
sure will be difficult to maintain; first, because 
it is almost impossible to cause an infarct or 
necrosis in the stomach by ligation of gastric 
vessel. This is manifest not only experimen- 
tally, but also in human beings, when it becomes 
necessary in the course of gastric operations to 
ligate large vessels even at considerable dis- 
tances from the resected area of the stomach. 
Nor is there any evidence that the sclerotic ves- 
sels so commonly found at the base of a peptic 
ulcer represent primary changes; they are prob- 
ably secondary lesions. Peptic ulcer is surely 
not a disease of the decrescent years when vas- 
cular occlusions in other portions of the body 
are common enough. Also a vascular origin 
does not explain the remarkable predilection of 
peptic ulcer for the magen-strasse and upper 
duodenum. 


To date, the most convincing data on the ex- 
perimental production of ulcer are those of 
Mann, Exalto, Ivy and Dragstedt, wherein by 
gastrojejunostomy with sidetracking of the al- 
kaline duodenal contents by duodenoileostomy, 
peptic ulcer has been produced analogous at 
least in its chronicity and anatomic character- 
istics to human ulcer. Obviously, these experi- 


ments prove the importance of the acid (or 
peptic) factor in ulcer. This has recently been 
confirmed by Dragstedt who excluded the 
mechanical factor by producing ulcer with anas- 
tomosis or Pawlow pouches to loops of ileum. 
When we add to these experiments the findings 
of Winkelstein who studied carefully the sepa- 
rate phases, nervous and chemical, of gastric 
secretion and found that the nervous phase is 
apparently responsible for the hyperchlorhydria 
and hypersecretion of ulcer patients, it seems 
permissible to argue that both the cause and 
mechanism of ulcer are mediated through nerv- 
ous pathways. 

The purpose of this rather sketchy survey of 
the problem of the experimental production of 
peptic uleer by the neurogenic approach is not 
so much to indicate the difficulties, but to point 
out that such experiments have thus far failed 
because observers have lost sight of the human 
equation. Peptic ulcer, like Graves’ syndrome 
is essentially a disease of mankind; the reason 
why the lower animals are comparatively free 
from peptic ulcer is, I believe, not so much due 
to the immunity of their tissues, as to the lack 
of the higher emotional and affective qualities. 
Civilization has not yet ground them within 
its maws and produced the conflicts so mani- 
fest in modern life. It must be admitted, there- 
fore, that thus far, as von Bergmann admits, 
experimental methods have done little to give 
a support to the neurogenic mechanism of pep- 
tie ulcer; clinical investigations have, it is true, 
not been fruitful, but they have thrown a lit- 
tle light upon the origin, if not upon the mech- 
anism, of peptic ulcer. A mechanism there must 
be, but what it is as yet nobody knows. Here 
it is necessary to make a distinction between 
the cause and mechanism of a disease; words 
unfortunately that only too often are used in- 
terchangeably. A mechanism represents these 
altered functional processes that bring about 
morbid tissue changes, the cause however lies 
far previous to these processes. For instance, 
hyperthyroidism is one of the mechanisms 
whereby Graves’ syndrome comes into being, 
but very few observers to-day believe that it is 
the cause. Clinically it is, as a rule, much more 
important to know the cause of a disease than 
its mechanism ; so far as the latter is concerned, 
the investigator for the present must be a vital- 
ist. 

There is a remarkable clinical parallelism 
between peptic ulcer and Graves’ syndrome. In 
both there is a rather characteristic psychical 
backgound. In Graves’ syndrome the psyche 
is a highly sensitive and emotional one; in pep- 
tic ulcer it is rigid, aggressive and intolerant. 
In both a latent malady is brought to light by 
emotion, either catastrophic or by slow reiter- 
ated insults. In both it is sometimes exceeding- 
ly difficult to know when the disease actually 
begins, but whereas, in Graves’ syndrome, if 
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one is fortunate, the observer can follow the 
intensification and increasing tempo of the signs 
and symptoms from the larval constitutional 
stage to the formes frustes and finally to the 
fully blown form, in peptic ulcer on the other 
hand, owing to the modern diagnostic criteria, 
one can never be sure whether the previously 
existing chronic indigestion represented an ac- 
tual ulcer or not. Strictly speaking, therefore, 
we do not as yet know the preceding or inter- 
vening stage in peptic ulcer.* 

In both, recurrences are common and fre- 
quently these recurrences are preceded by 
periods of emotional upset. In both, excess of 
normal function dominates the clinical expres- 
sion of the disease; in both, psychic rest is an 
important adjuvant in therapy and, finally, in 
both, modern surgical intervention has paral- 
lel indications and results. In Graves’ syn- 
drome, the operation aims at removing the hy- 
perthyroidism; in peptic ulcer, the elimination 
of the hyperchlorhydria and the hypersecre- 
tion. After neither operation is a permanent 
cure an assured accomplishment. The reason is 
obvious; no matter how thorough the opera- 
tion the potential background, the personality, 
always remains. That is why after such opera- 
tions, the treatment of the disease has only just 
begun. 

4. Cardiospasm—Inasmuch as my experi- 
ence with this disease is limited I take the priv- 
ilege of quoting the experience of Dr. Asher 
Winkelstein*® who reports eight instances of 
true cardiospasm with x-ray evidences of esoph- 
ageal dilatation in which the disease followed 
a psychic trauma; in two instances the malady 
was curved by psychotherapy. Obviously, Win- 
kelstein does not deny that cardiospasm may 
result from organic disease of the vagus nerve 
or by reflex stimuli from other foci. He be- 
lieves that this group furnishes an excellent ex- 
ample of a functional disturbance leading to 
an organic disease. He ascribes the mechanism 
of the cardiospasm as due to a disturbance in 
the vegetative nervous system so that the cardia 
fails to open normally before the advancing 
esophageal peristaltic wave. Apparently car- 
diospasm represents an exaggerated and con- 
tinuous form of such common symptoms as 
‘‘diffieulty in swallowing’’, ‘‘the food sticking 
in the gullet’’, and the ‘‘lump in the throat’’, 
so frequently described after emotional upsets. 


5. Spastic colon. The symptoms of a spastic 
or irritable colon and mucous colitis are abdom- 
inal pain located usually in the region of the 
sigmoid flexure, which is steady or spasmodic, 
and is accompanied by flatulence and alternat- 
ing periods of constipation and diarrhea. There 

*It should be strongly emphasized that clinical and pathologic 
peptic ulcer are by no means synonymous. It has been shown 
time and again that peptic ulcer of even considerable dimen- 
sions may exist without any clinical evidences whatever. A 


recurrence of peptic ulcer symptoms may not represent the 
formation of a new ulcer, but the activation of a preéxisting 


vone. 


may be gastric symptoms. Mucus may appear 
in the stool, or that remarkable symptom com- 
plex, mucous colitis, the exaggerated stage, may 
be encountered. These common maladies are 
obstinate ones. Radiography reveals abnormal 
motility and contractures of the various por- 
tions of the colon. An actual inflammatory le- 
sion is not found. The cause of mucous colitis 
has hitherto been considered as unknown, ex- 
cept in certain instances, which are the result 
of excessive cathartics or are allergic in origin. 
However, clinicians have long realized that pa- 
tients with these maladies belong to the class of 
people known by the indifferent term ‘‘neurot- 
ic’’; these people are high-strung, irritable, 
and strongly resemble in psychic make-up those 
afflicted with Graves’ syndrome and peptic 
ulcer. Indeed it is interesting to note in this 
connection that a spastic colon or mucous coli- 
tis is not an uncommon accompaniment of these 
diseases, and that the symptoms disappear with 
the subsidence of the major or primary disease. 
Also, as in peptic ulcer and Graves’ syndrome, 
the alternations between the periods of health 
and sickness are closely related to psychic 
stress. One of the strongest arguments in favor 
of the purely psychologic origin of spastic colon 
is the striking relief that can be obtained by 
pure psychotherapy. Wise clinicians have 
learned through bitter experience that the last 
organ to treat in a patient with mucous colitis 
is the colon itself. 

These diseases which I have described have 
certain features in common. 


1. There is an exaggeration of function. In 
essential hypertension there is excess of normal 
intravascular tension. In Graves’ syndrome 
there is an excess of thyroid function and in 
all probability a heightened irritability of the 
autonomic nervous system. In peptie ulcer 
there is an increase in the normal gastric acidity, 
an exaggeration of the normal spasticity of the 
pylorus and an increased peristalsis. In cardio- 
spasm there is an increase in the normal tone 
of the cardia or, at least, a failure of the cardia 
to relax. In spastic colon there is excess in the 
action of the colonic musculature and in ‘‘mu- 
cous colitis’’ there is an increase in the mucous 
secretion of the bowel. 


2. These diseases are essentially human dis- 
eases. With the exception of the very few in- 
stances of peptic ulcer these diseases have not 
yet been observed spontaneously in the lower 
animals, nor indeed, with the possible exception 
of peptic ulcer are they capable of being re- 
produced. Experimentally, attempts have been 
made to reproduce Graves’ syndrome in animals 
by giving huge doses of thyroid substance or 
thyroxin. It is true that symptoms of hyper- 
thyroidism are produced, but hyperthyroidism, 
it must be insisted, is not synonymous with 
Graves’ syndrome. The latter represents hyper- 
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thyroidism plus the constitutional factor. Pep- 
tie ulcer is occasionally reproduced with diffi- 
eulty and by methods so unphysiological as 
never to obtain in the human being. There is a 
very good reason for these diseases being es- 
sentially human, because human forces are the 
instigating factors in their production. 

3. Not only are these diseases essentially hu- 
man diseases, but they only very exceptionally 
oceur before the age when the emotive and rea- 
soning powers become more subtle and adjust- 
ments to life become more sensitive and com- 
plex. It is rare, therefore, for these diseases to 
occur before the age of puberty. 

4. These diseases are characterized by an ex- 
traordinary tendency to recurrence. This is not 
to be wondered at when one considers that they 
are part and parcel of a personality and that 
no matter what treatment is instituted, whether 
medical or surgical, the human equation, or the 
constitution, always remains as a_ potential, 
which, given the proper stimulus, evokes recur- 
rence. It is extremely difficult in this group of 
maladies completely to divorce the disease from 
the ego. The only manner in which a cure may 
be effected is entirely to remove the offending 
organ. This ideal is most nearly approximated 
in partial or subtotal gastrectomy for peptic ul- 
eer. All other gastric operations for ulcer are 
subject to frequent recurrence. The only other 
disease in this group that is amenable to sur- 
gery is Graves’ syndrome, where subtotal thy- 
roidectomy is to-day the operation of choice. 
Here again a cure in the sense of a complete 
restitutio in integrum is the exception rather 
than the rule, while recurrences even after the 
most skillful operation are by no means infre- 
quent. These deficiencies in the results can be 
very well understood when one considers that 
thyroidectomy probably does nothing more than 
remove the hyperthyroidism. The personality 
remains, and if the patient again comes into 
the milieu in which the activity of the disease 
arose, a recurrence is likely. 


5. These diseases have a consistent relation 
with world crises or great emotiunal waves. We 
have already called attention to the increasing 
frequency of essential hypertension and its 
sequelae as the result of the stress and strain 
of modern living. It is a notorious fact that 
the incidence of Graves’ disease suddenly in- 
creased after the San Francisco earthquake, the 
Vienna Theatre horror in 1884, and during and 
after the World War. We have the feeling at Mt. 
Sinai Hospital that Graves’ disease has decided- 
ly increased during the present economic de- 
pression. Peptic ulcer seems also in recent years 
to have a greater incidence, 


Therapy. It is clear that in the management 
of diseases so strongly linked with the psyche, 


some form of mental therapy must play a domi- 
nant part. It is also obvious that the benefit of 
such therapy will be of far greater service if it 
is applied before advanced anatomic changes 
have taken place. Its main purpose therefore is 
prophylactic. The kind of mental therapy to be 
employed is a matter of personal choice. The 
essential things that matter are a knowledge of 
the patient’s personality and an understanding 
of the circumstances that brought the disease 
into being. In other words, the physician must 
not only know his patient but also his social 
status. For such a patient the usual history 
consisting of a mere recital of the symptoms 
and their sequence is totally inadequate. To 
diagnose such a patient as ‘‘neurotic’’ and to 
treat him with placebos is a most reprehensible 
practice. The proper history must have biolog- 
ical range, and include early influences, the at- 
titude of the patient toward his family and to- 
ward society, his aspirations, his day dreams, 
his loves, his hates, his fears, his economic status 
and his spiritual life. One must be prepared 
to overcome many resistances and it may take 
many sittings before the revelation is complete, 
but a patient and sympathetic approach will 
often suffice to obtain the story. Unfortunately, 
even when a thorough history is obtained it is 
not always possible to adjust the patient, be- 
cause the environment, either social or economic, 
is beyond control, and because the mentality of 
the patient is not malleable either through age 
or a natural dullness. We must also remember 
that the psychological escape very often is more 
pleasurable than the prospect of a cure. For 
these reasons the prognosis for cure under these 
circumstances is not hopeful. The conventional 
attitude of many of our profession toward psy- 
chological origins of disease is either that of 
sheer ignorance or of indifference. They are 
not entirely to blame for this, because their train- 
ing thus far has been entirely on mechanistic 
lines. They fail to realize that sometimes an 
emotion is far more devastating for the human 
frame than a poison or a knife. 


A very perplexing problem now confronts 
us: Why should emotional strain affect one in 
the vascular system, another in the thyroid 
gland, and a third in the stomach and so on? 
Must we assume that there is in addition a con- 
stitutional organ inferiority? Or is it rather 
a species of conversion neurosis, in which the 
offended organ is determined by early influ- 
ences? In the light of our present knowledge 
no definite answer can be given. 

The diseases herein discussed do not repre- 
sent all the maladies of psychogenic origin. For 
instance I feel confident that certain cases of 
bronchial asthma, of urticaria and. of other dis- 
eases of the skin are of psychogenic origin. At 
present it is difficult to discuss these maladies 
because of inadequate data. 
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CONCLUSIONS 


1. The following diseases of organic nature 
are discussed because they are regarded as psy- 
chogenic in origin. a. The vast majority of 
cases of essential hypertension. b. Graves’ 
syndrome. ec. Gastric and duodenal ulcer. d. 
Cardiospasm. e. Irritable or spastic colon and 
mucous colitis. 


2. In the evaluation of the psychogenic fac- 
tors two elements must be considered ; first, the 
underlying personality or constitution which as 
a general rule is phenotypic; and secondly, the 
exciting factor which is in the nature of an 
emotional insult or conflict. 

3. There are three stages in the evolution 
of the organic disease; first, the constitution ; 
secondly, the fixation of an exaggerated func- 
tion of organ or organs affected; and thirdly, 
the development of the lesion. 

4. While the personality type varies in these 
different diseases there is considerable overlap- 
ping in relation to the reaction of the individual 
to strain and conflict. The emotional crises are 
not distinctive. Why one organ should be more 
affected in one individual than the other is not 
clear. 


5. These maladies are distinguished by five 
characteristic features. 


a. From the physiological point of view they 
represent exaggerations of normal function. 

b. They are essentially human diseases and 
with doubtful exceptions they cannot be pro- 
duced experimentally in the lower animals. 


ce. They rarely occur before the emotive and 
affective powers are fully developed, i.e., before 
puberty. 

d. Their life cycle is characterized by a great 
tendency to recurrence. 

e. Their incidence bears a strong relation to 
world crises or great emotional waves. 


6. Psychotherapy is an important element 
in the treatment of these maladies; obviously 
its value is largely prophylactic. 
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HYPERPYREXIA AT THE 
BOSTON PSYCHOPATHIC HOSPITAL* 


BY SAMUEL H. 


HE history of hyperpyrexia at the Boston 
Psychopathie Hospital is closely related to 
the history of the modern developments in the 
therapy of neurosyphilis. Even before the in- 
troduction of malaria in the treatment of gen- 
eral paresis, Doctor Solomon held the view that 
the febrile reactions sometimes produced by the 
various older antiluetic agents had in themselves 
some therapeutic value. This is especially true 
as regards. the intraspinal (Swift-Ellis) treat- 
ment which is so frequently accompanied by a 
febrile reaction. In fact, it is the opinion of 
many workers that the chief reason for the value 
of intraspinal treatment of neurosyphilis is the 
temporary febrile response produced in the pa- 
tient. Furthermore, the occurrence of a num- 
ber of stationary arrested cases of general pare- 
sis who live for many years in the State Hos- 


*Read at the regular meeting of the New England Physical 
Therapy Society in Boston, February 21, 1934. 
+Epstein, Samuel H.—Assistant in Therapeutic Research, 


Boston Psychopathic Hospital. For record and address of author 
see “This Week’s Issue,”’ page 638. 
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pitals is attributable to the favorable effect of 
the hyperpyrexia associated with some inter- 
current febrile disease. This was prior to the 
development of the malaria treatment. 

At the present time it is generally conceded 
that inoculation with malaria is of undoubted 
value in the treatment of general paresis. There 
are many favorable reports in the literature of 
the results from clinics all over the world. In 
our own clinic at the Psychopathic Hospital a 
recent survey of 174 paretics treated by this 
method shows that approximately one-half of 
these patients made a substantial improvement 
permitting them to live in the community. These 
patients were under observation for from one 
to seven years after the fever treatment. The 
precise mechanism of malarial therapy has never 
been clearly determined but the febrile element 
has been a prominent factor. For this reason 


various mechanical methods of producing artifi- 
cial fever have been devised in an effort to 
simulate malarial rises in temperature and bring 
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about clinical results comparable to or better 
than those produced by malaria inoculation. 


Our first experience in mechdhically induced 
fevers was with the super-power diathermy ma- 
chine produced by the General Electric (Vic- 
tor) X-Ray Corporation for this special pur- 
pose. The original technique was altered after 
our first experimentations with the electrodes 
and the machine, and a brief description of our 
present method may be given in order to illus- 
trate some new points of technique devised by us. 


At the start of our work we used the G. E. 
electrodes (Neymann type), consisting of three 
rubber-backed fenestrated metal plates adjusted 
on the chest, abdomen, and the back, and held 
in place by a canvas corset. These were soon 
discarded because of the frequency of burns and 
the short life of the electrode material. After 
considerable experimentation with different ma- 
terials we devised a set of cuff and belt elec- 
trodes consisting of chromium plated brass 
plates, segmented and hinged to fit the indi- 
vidual patient. These are clasped around the 
arms, thighs, and abdomen, and each of the 
five electrodes has a separate wire lead from 
the diathermy machine, the abdomen and both 
arms being in one circuit, and both thighs in 
the other. The patient lies on a special bed and 
is completely covered by a large celotex box, the 
head only being exposed. The box is lined with 
electric light bulbs and the hot air within serves 
as a very satisfactory method of insulaticn, in 
place of the bundle of blankets and cellucotton 
originally used. The patient’s temperature is 
recorded continuously by a rectal thermometer 
of the resistance type (Leeds & Northrup) and 
is plotted automatically on a graph paper. With- 
in an hour the temperature is brought up to 
the desired peak between 104° and 105° F. at 
which time the current in the diathermy ma- 
chine is shut off, the insulating box is removed, 
and the temperature returns to its original level 
in about an hour and a half. By means of the 
insulating box the blanket of hot air surround- 
ing the patient’s body is sufficient to maintain, 
if desired, the patient’s temperature at the high 
level for several hours after the current from 
the diathermy machine is cut off. 


It is still a debatable point as to whether the 
prolonged type of temperature curve gives bet- 
ter therapeutic results than the shorter up and 
down type. Our own treatment results do not 
throw any significant light on this point. Those 
patients who had been treated with short attacks 
of fever appear to do as well clinically as some 
other patients whose hyperpyrexia treatments 
were prolonged for several hours. -As a rule, 
the patients receive a course of twelve to fif- 
teen treatments, administered every other day. 
The clinical results of this method of treatment 
do not differ appreciably from the results ob- 
tained by malaria inoculations, but it is as yet 


too early to evaluate the end results of the dia- 
thermy treatment of neurosyphilis. 

More recently we have employed another de- 
vice for the production of artificial fever. This 
is much simpler than the diathermy method and 
is based on the principle of external heat rather 
than electrical resistance. It is an electric blan- 
ket and resembles a large heating pad unit. The 
equipment consists of an active unit or heating 
element in the form of a rubberized blanket 
with a fine wire mesh, which provides the heat 
and may be used on either alternating or direct 
current. In order to avoid direct contact with 
the heating unit, the patient is placed in a treat- 
ment bag made up in the manner of a sleeping 
bag and equipped with ‘‘zippers’’ around three 
sides, except a space at the top to accommo- 
date the patient’s neck. This bag is covered 
with waterproof material and is insulated to re- 
move the patient from close contact with the 
electric blanket. Within the bag there is pro- 
vided a terry-cloth bath sheet which permits 
the absorption of sweat as it comes from the 
patient’s body. The electric blanket is first 
“*pre-heated’’ for a sufficient period to show a 
temperature of from 115° to 120°F., registered 
by a thermometer mounted on a rheostat, whieh 
controls the amount of current passing through 
the blanket. The patient is then placed within 
the bag and covered by the heating unit, and the 
treatment proceeds. The patient’s temperature 
is taken at frequent intervals either by axilla 
or-mouth. In the course of about two hours the 
temperature reaches 104°-105°F., where it may 
be maintained for several hours by adjusting 
the rheostat and keeping the patient covered. 
If it is not desired to maintain the temperature 
for any length of time it may be allowed to fall 
by removing the coverings and permitting the 
rapid radiation of heat. It is rarely necessary 
to use an electric fan or apply cold wet cloths 
to reduce the body temperature. 


The advantages of the electric blanket method 
of producing hyperpyrexia over the diathermy 
method are at once obvious. It is a simple, in- 
expensive equipment and easy to handle, in con- 
trast to the equipment necessary for diathermy 
treatment. The latter involves a large initial 
expense for the machine and its installation and 
requires alternating current, and it is a station- 
ary equipment. The electric blanket, on the 
other hand, may be easily transported to other 
hospitals and to the patient’s bedside and is 
therefore available to patients who may be in 
the private wards of general hospitals. 

There are other methods of artificial hyper- 
pyrexia in use elsewhere. Hot baths serve to 
raise body temperature, but the procedure is 
exhausting to the patient,and sometimes dan- 
gerous. Hot air is also used but not very sat- 
isfactorily. The use of the ordinary electric 
cabinet has been suggested, and there is at » 
present a machine on the market, called the Hy-. 


| 
} 
| 
| 
3 
: | 
| 
j 
| 
: | 
| 
2 
: 


“VOL. 212 PASTEURIZATION AND 


NO. 14 


THE COURTS—TOBEY 613 


perpyrexator, which is a very elaborate and ex- 
pensive cabinet equipped with a heating coil 
and a humidity trough. This is quite satisfac- 
tory but needlessly elaborate since the same 
effects may be produced in a modification of 
the ordinary electric cabinet. Sulphur injec- 
tions and typhoid vaccine inoculations are of 
course well known fever-producing agents based 
on the principle of non-specific protein shock. 
Finally, the new method of radiothermy is avail- 
able in some clinics, but the disadvantages from 
the standpoint of expense are even greater in 
this form of hyperpyrexia than in diathermy. 
In regard to the subjective reactions on the 
part of the patient in the various forms of fever 
therapy, I would say that the response to the 
electric blanket method is quite satisfactory. In 
the use of diathermy, there is always the danger 
of burns on account of the intimate contact of 
the electrodes with the skin of the patient. I am 


gratified to state that with the development of 
our new cuff electrodes the likelihood of burns 
has been practically eliminated. However, there 
is always the potential danger, and one must be 
ever careful to prevent burns in using any 
type of electrode with diathermy current. As 
for the electric blanket, the abolition of metal 
contact surfaces and the absence of any fric- 
tion points make it a very desirable instrument 
of therapy. 

In the light of our experiences at the Boston 
Psychopathic Hospital, I would emphasize the 
complete adequacy of the simpler methods of 
artificial hyperpyrexia, such as the electric 
blanket, the cabinet, ete. The elaborate methods 
originally devised are apparently not neces- 
sary for the production of hyperpyrexia, and 
it is possible that the complicated methods of 
diathermy and radiothermy may in the future 
be replaced by the simpler devices. 


PASTEURIZATION AND THE COURTS* 


BY JAMES A. TOBEY, PH.D. 


ASTEURIZATION of milk is now generally 
recognized, both legally and scientifically, 
as an essential feature of good dairy practice. 
Physicians, health officers, agricultural scien- 
tists, nutritional authorities, judges, and lead- 
ers in the dairy industry, are all agreed that 
modern pasteurization sets the final seal of 
safety on a clean milk supply, and that this 
process does not appreciably impair the unsur- 
passed nutritional qualities of this indispensa- 
ble food. 

The most rabid of the few remaining pro- 
ponents of raw market milk will concede that 
heating of milk for thirty minutes at a uniform 
temperature of 143 degrees Fahrenheit will 
destroy the most resistant strains of any patho- 
genic organisms that may be present. A few 
die-hards among the advocates of raw milk 
still assert, however, that pasteurization has 
some detrimental effect upon the food value of 
milk. The fallacy of this claim has been pointed 
out recently by McCollum’, and during the 
past decade by numerous other scientists’, who 
have demonstrated conclusively that the effects 
of pasteurized and raw milks are virtually 
equivalent in human nutrition. 

Because of the undeniable significance of 
pasteurization to public health, laws requir- 
ing and regulating this desirable process have 
been adopted in many communities in the Uni- 
ted States. The legality of such statutes, ordi- 
nances, and regulations has come before the 
courts on a number of occasions, with the grati- 
fying result that almost invariably the judi- 
ciary has recognized the validity of these re- 


*Read before the International Association of Dairy and Milk 
Inspectors, Boston, Mass., October 11, 1934. 
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Company. For record and address of author see “This Week’s 
Issue,’ page 638. 


quirements and has sustained all reasonable 
provisions for the pasteurization of market 
milk. There have been one or two’ adverse deci- 
sions, but they have been due to legal techni- 
ealities rather than to any flaws in the sci- 
entific or public health principles involved. 

During the twenty years since 1914, the 
courts of last resort in eleven states have had 
before them fourteen causes of action in which 
it was necessary to adjudicate the constitution- 
ality or validity of municipal ordinances or 
health department regulations concerning pas- 
teurization. In 1927 there had been reported 
only six such decisions, which were reviewed 
by the author in a paper delivered in that year 
before the Conference of State and Provincial 
Health Authorities of North America®. The 
eight subsequent decisions have not altered the 
general legal principles enunciated in 1927, al- 
though they have brought out several new 
points of interest and significance. 

The first recorded decision on pasteuriza- 
tion was handed down in 1914 by the Supreme 
Court of Illinois in a case* involving a munici- 
pal ordinance of the City of Chicago. This 
ordinance required that pasteurizing machin- 
ery be equipped with a recording thermometer, 
a provision contested by a local milk dealer on 
the ground that it was unreasonable. The court 
decided, however, that a city having the power 
to require pasteurization of milk is not limited 
to the imposition of a penalty for violation of 
this requirement, but may prescribe the condi- 
tions under which pasteurization shall be car- 
ried out. The power of the city to require pas- 
teurization of milk was not questioned in this 
ease, but was inferentially sustained by the de- 
cision. 

The power of a city to require pasteuriza. 
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tion was, however, the moot point in the next 
decision on this subject, a case decided by the 
Supreme Court of Wisconsin in 1920°. In this 
case an ordinance of the City of Milwaukee, 
which provided that all milk sold in the city 
should be either certified milk, milk from tu- 
bereulin tested cattle, or pasteurized milk, was 
attacked by a group of dealers who claimed 
that pasteurization did not really promote the 
public health. The court disagreed with this 
absurd contention, saying that judicial notice 
would be taken of the facts that milk is easily 
infected with the germs of disease, is danger- 
ous when thus contaminated, and that pasteuri- 
zation destroys disease-producing organisms. 
Whereupon the court pronounced the ordinance 
in question to be a proper regulation of the 
municipal milk supply, and valid as a wise 
regulation to protect the health of the people. 

The sagacious rule laid down in this lead- 
ing case, that pasteurization of milk is a rea- 
sonable requirement in the interests of the pub- 
lic health, was followed in three other decisions 
handed down in the next few years in New 
York and North Carolina. In two cases in 
New York®, decided in 1921 and 1922, the rule 
was stated to apply with equal validity to the 
regulations of city boards of health, adopted 
in conformity to law, and requiring that only 
certified or grade A pasteurized milk should be 
sold. In one of these decisions, the court pointed 
out that, ‘‘For adults pasteurized milk is fully 
as nutritious as raw milk and digestibility of 
the two is the same.”’ 

The North Carolina case’, decided in 1924, 
not only followed the legal principles of the 
prior Illinois and Wisconsin decisions, but went 
one step farther in upholding a municipal ordi- 
nance requiring all milk sold in the city to be 
pasteurized. A few years later the judiciary 
displayed even greater liberality in sustaining 
health laws of this nature, when courts of final 
appeal in New York and California upheld the 
rather drastic requirement that milk should be 
pasteurized within the city where it was sold. 
In the New York case*, the court stated that 
such a city ordinance is not discriminatory, un- 
reasonable, or unconstitutional and that its en- 
forcement does not unlawfully interfere with 
property rights or hinder lawful trade; while in 
the California case®, the court called attention 
to the fact that failure to enforce a similar ordi- 
nance in the City of San Francisco would seri- 
ously impair the efficiency of the entire inspec- 
tion service. 


This same legal principle does not, however, 
hold good in all states. In 1933 an ordinance 
of the City of Minneapolis, providing that no 
person should sell pasteurized milk in the city 
unless pasteurized within the city, was held void 
as unreasonable and as a violation of a dealer’s 
constitutional rights of property and contract”. 


The court felt that it was convenient for the 
city to inspect milk plants beyond the city lim- 
its, and that a reasonable fee could be charged 
for this service. There is something to be said 
in support of this position, because the location 
of a pasteurization plant is, within reasonable 
limitations, far less important to the publie 
health than the care, skill, and probity with 
which it is operated. 


A municipal ordinance classifying milk deal- 
ers into three classes, and imposing higher fees 
for inspection upon those offering raw milk for 
sale than upon those selling pasteurized milk or 
milk to be pasteurized was upheld in 1931 by the 
Supreme Court of Oklahoma". In holding that 
such a classification was not discriminatory, the 
court stated, ‘‘Public health regulations and the 
authorities on public health agree that the 
process of pasteurization is such as to kill bac- 
teria existing in milk’’, and also, ‘‘It is obvious 
that milk heated to the degree and for the time 
shown by the record to be used in the pasteuriz- 
ing plans in question requires less inspection 
and regulation prior to its delivery to the pas- 
teurizing plants than raw milk offered for sale 
to consumers.’’ 

Judicial notice of the value of pasteurization 
was taken in a Rhode Island ease’? in 1931, in 
which a milk dealer in Vermont sought to enjoin 
the operation of a state law requiring all milk 
sold as pasteurized milk to be pasteurized within 
the state. Because of defects in the pleading 
of the cause by the state officials, the Supreme 
Court refused to pass on the constitutionality of 
this law and remanded the case to the lower 
tribunal. ‘‘We may,’’ said the court, ‘‘also take 
judicial notice of the fact that pasteurization 
is one of the accepted methods of protecting the 
public in the use of this essential article of diet, 
but we may not extend the principle of judicial 
notice to the methods and technique of the 
process. ”’ 

In a few instances the courts apparently have 
been willing to uphold pasteurization, but have 
been unable to do so because of unavoidable le- 
gal technicalities. An example is a Connecticut 
ease’, decided in 1930, in which a city ordi- 
nance requiring that all milk sold in the city 
after January 1, 1929 should be either pas- 
teurized or from tuberculin-tested cattle, was 
found to be in direct conflict with a state law 
which permitted the sale of raw milk under 
certain conditions. In a divided opinion, the 
Chief Justice, speaking for the majority of the 
court, stated that the merit or reasonableness 
of pasteurization was not under consideration, 
as that was a matter for legislative rather than 
judicial determination. In the previous year 
this court had refused to issue a writ of man- 
damus to the same plaintiff to compel issuance 
of a license to sell milk under the city ordinance 
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which was subsequently held invalid’*. The two 
cases seem inconsistent, although the later one 
prevails in law. 

To the same effect as the Connecticut case 
holding an ordinance invalid because it was in 
conflict with a state law is a recent Colorado 
decision’?®. In this instance, the manager of 
health and charity of the City and County of 
Denver had issued an order prohibiting the sale 
of unpasteurized milk after a certain date. While 
undoubtedly justified in the interests of public 
health, this order happened to conflict with a 
local ordinance which specifically allowed the 
sale of raw milk of a certain standard. For this 
reason, the order was held to be null’and void 
as a usurpation of the law-making powers of the 
legislative branch of the government. 

These two cases are not adverse to pasteuri- 
zation, but merely emphasize certain established 
rules of administrative procedure. While health 
officials are usually granted expressly or by im- 
plication the power to make reasonable rules 
and regulations to carry out the purposes of 
health legislation, and while municipalities are 
given broad powers with respect to the control 
of public health, in neither instance can there 
be contravention of the laws promulgated by a 
higher authority. Health officials will do well 
to bear in mind the cogent principle that a city 
cannot forbid what the state authorizes, nor can 
a health officer or milk inspector prohibit what 
the city allows**. 

From this review of the court decisions on 
pasteurization, it is obvious that the weight of 
legal authority is in favor of this process as a 
reasonable measure to aid in the promotion of 
the public health. There is, nevertheless, one 
decision that is directly contrary to all of the 
others. This is a Missouri case*’, decided in 1926, 
in which the Supreme Court of that state reached 
the conclusion, from the evidence submitted, that 
raw milk ‘‘as a general thing is more nutri- 
tious, easier assimilated, and better food, espe- 
cially for children, than pasteurized milk, though 
it is probable that some individuals may thrive 
better on pasteurized and boiled milk than on 
raw milk.’’ For these reasons, or alleged rea- 
sons, and because a state law defined raw milk, 
the court held that a city ordinance purporting 
to require pasteurization was unconstitutional. 

Although the court’s opinion in this case with 
regard to the relative merits of raw and pas- 
teurized milk is not in accordance with the con- 
sensus of scientific opinion, there was consid- 
erable legal justification for the outcome of this 
particular case. The ordinance in question was 
defectively worded, the evidence presented in 
support of it was inadequate and rather incom- 
petent, and the whole case apparently was han- 
dled in such a crass manner by the city au- 
thorities that no conscientious jurist could have 
ruled otherwise. The court called attention to 


the fact that it might have been shown that the 
sale of raw milk in St. Louis was injurious to 
health, and that pasteurization was reasonable, 
_ that this proposition was not supported by 
acts. 

This one decision in favor of raw milk, as 
opposed to the safer pasteurized milk, may set a 
legal precedent for Missouri, but since it is con- 
trary to the weight of authority in other juris- 
dictions, it should not be regarded as a per- 
suasive contribution to our unwritten law. It 
is now an established rule of law in this coun- 
try that some or all of the milk supply of a 
municipality may be required to be pasteurized 
in accordance with methods approved by the 
health authorities. 


‘*Milk is in universal use as a food,’’ said the 
Chief Justice of Connecticut in an admirable 
epitome of the legal principles of milk control"*, 
“It is peculiarly liable to contamination and 
adulteration. Therefore in the interest of pub- 
lic health and safety the regulation of its pro- 
duction, marketing. and sale are held to be with- 
in the proper exercise of the police power of 
the state. This the state may effectuate directly 
by its statute, or it may delegate its regulatory 
power to an official board or officer, or to a mu- 
nicipality. It may exercise this power directly 
and completely, or it may delegate it directly 
or completely to either of these agencies, or it 
may act in the exercise of this regulatory power 
in concurrence with the municipality. The 
state may determine the standard of quality, 
prohibit the production, sale, or distribution 
of milk not within the standard, divide it into 
classes, and regulate the manner of their use, 
so long as these standards, classes, and regula- 
tory provisions be neither unreasonable nor op- 
pressive. The many recorded instances in which 
the courts have sustained this power of regula- 
tion bear witness to the liberality of their view- 
point where the public health and safety are 
concerned. If there be room for a reasonable 
difference of view as to the legislative prohibi- 
tion, classification, or regulatory provisions, 
courts will accept the legislative determination 
and not impose their own will.’’ 


The decisions cited above, and the many oth- 
ers on various aspects of milk control that could 
be cited, demonstrate that the judiciary realizes 
what scientists know, that milk is the most im- 
portant food of mankind’*, and that every rea- 
sonable effort to insure its purity and safety 
contributes to the improvement of the public 
health and thus is of primary interest and im- 
portance to the general welfare. 
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AMERICAN MEDICAL GOLFERS PLAY IN ATLAN- 
TIC CITY, MONDAY, JUNE 10, 1935 


The American Medical Golfing Association will 
hold its twenty-first annual tournament at the North- 
field Country Club in Atlantic City on Monday, 
June 10, 1935. 

Thirty-six holes of golf will be played in competi- 
tion for the seventy trophies and prizes in the nine 
events. Trophies will be awarded for the Associa- 
tion Championship, thirty-six holes gross, The Will 
Walter Trophy; the Association Handicap Cham- 
pionship, thirty-six holes net, The Detroit Trophy; 
the Championship Flight, First Gross, thirty-six 
holes, The St. Louis Trophy; the Championship 
Flight, First Net, thirty-six holes, The President’s 
Trophy; the LEighteen-Hole Championship, The 
Golden State Trophy; the Eighteen-Hole Handicap 
Championship, The Ben Thomas Trophy; the Ma- 
turity Event, limited to Fellows over 60 years of age, 
The Minneapolis Trophy; the Oldguard Champion- 
ship, limited to competition of past presidents, The 
Wendell Phillips Trophy, and the Kickers Handi- 
cap, The Wisconsin Trophy. Other events and 
prizes will be announced at the first tee. 


A. M. G. A. MEMBERS IN EVERY STATE OF THE UNION 


Dr. Charles Lukens of Toledo is president and 
Dr. C. H. Henninger of Pittsburgh and Dr. John B. 
Morgan of Cleveland are vice-presidents of the Amer- 
ican Medical Golfing Association, which was organ- 
ized in 1915 by Dr. Will Walter, Dr. Wendell Phillips 
and Dr. Gene Lewis, and now totals 1,100 members 
representing every state in the union. The living 
past presidents include Dr. Thomas Hubbard of 
Toledo; Dr. Fred Bailey of St. Louis; Dr. Edward 
Martin of Media, Pa.; Dr. Robert Moss of LaGrange, 
Texas; Dr. Charlton Wallace of New York; Dr. Will 
Walter of Chicago and Charlottesville, Va.; Dr. 
James Eaves of Oakland, Calif.; Dr. Chester Brown 
of Danbury, Conn.; Dr. Samuel Childs of Denver; 


Dr. W. D. Shelden of Rochester, Minn.; Dr. Walter 
Schaller of San Francisco; Dr. Edwin Zabriskie of 
New York; Dr. Frank A. Kelly of Detroit; Dr. John 
Welsh Croskey of Philadelphia, and Dr. Homer K. 
Nicoll of Chicago. The first president of the A. M. 
G. A., Dr. Wendell Phillips of New York, who played 
in every tournament since 1915, died on November 
16, 1934. 


ATLANTIC CITY COMMITTEE 


The Atlantic City Committee is under the chair- 
manship of Dr. Walt P. Conaway, 1723 Pacific Ave- 
nue, Atlantic City. He will be assisted by Drs. I. R. 
Beir, John Pennington, Alfred Westney, and Rostin 
White. 

The Northfield Country Club of Atlantic City is 
described by Chairman Conaway as “certainly one 
of the most interesting courses in this district. Many 
championships have been held at Northfield, and I 
am sure the visiting doctors will be delighted with it 
in every sense of the word. It has a beautiful club 
house with every facility ready for the pleasure of 
the guest.” 


APPLICATION FOR MEMBERSHIP 


All male Fellows of the American Medical Asso- 
ciation are eligible and cordially invited to become 
members of the A. M. G. A. Write the Executive 
Secretary, Bill Burns, 4421 Woodward Avenue, De- 
troit, for an application blank. Participants in the 
A. M. G. A. tournament are required to furnish their 
home club handicap, signed by the secretary. No 
handicap over 25 is allowed except in the Kickers’ 
(Blind Bogey). Only active members of the A. M. 
G. A. may compete for prizes. No trophy is award- 
ed a Fellow who is absent from the annual dinner. 

The twenty-first tournament of the American Med- 
ical Golfing Association promises to be a happy af- 
fair. The officers anticipate that some two hundred 
médical golfers from all parts of the United States 
and Canada will attend. 
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The Massachusetts Medical Society 


Sratep Mzetine of the Council was held in 


PROCEEDINGS OF THE COUNCIL 


Stated Meeting, February 6, 1935 


John Ware Hall, Boston Medical Library, 


on Wednesday, February 6, 1935 at 12 o’clock 
The President, Dr. William H. Robey 
(Suffolk) was in the chair and the following 
162 Councilors present: 


noon. 


BARNSTABLE 


Samuei M. Beale, Jr. 
W. D. Kinney 


BERKSHIRE 


I. S. F. Dodd 
H. J. Downey 
William T. Frawley 


BristoL NortH 
William H. Allen 
Arthur R. Crandell 
Frederick V. Murphy 


BristoL SouTH 


George W. Blood 
E. F. Cody 

Edwin D. Gardner 
Curtis Tripp 

P. E. Truesdale 


Essex NortTH 


E. S. Bagnall 

R. V. Baketel 

J. Forrest Burnham 
Arthur P. George 
Thomas R. Healy 
E. P. Laskey 

John J. McArdle 

F. W. Snow 

Leroy T. Stokes 

W. D. Walker 


Essex SoutH 


F. W. Baldwin 
Nathaniel P. Breed 
J. Frank Donaldson 
Ralph E. Foss 
Edward B. Hallett 
Charles L. Hoitt 

J. F. Jordan 

Olin S. Pettingill 
Walter G. Phippen 
J. W. Trask 


FRANKLIN 


H. G. Stetson 
Allen H. Wright 


HAMPDEN 


J. M. Birnie 

W. A. R. Chapin 
A. J. Douglas 
Frederic Hagler 
M. W. Pearson 
George L. Schadt 
G. L. Steele 


MiIppLesex East 


J. Harper Blaisdell 
Richard Dutton 
Joseph H. Fay 
Edward M. Halligan 
K. L. Maclachlan 

E. E. Tyzzer 


MIDDLESEX NORTH 


M. L. Alling 
Archibald R. Gardner 
George A. Leahey 

T. A. Stamas 

M. A. Tighe 


SouTH 


Charles F. Atwood 
Elmer W. Barron 
Charles F. K. Bean 
Allen H. Blake 
George F. H. Bowers 
Charles O. Chase 
Frank R. Clark 

A. C. Cummings 

D. F. Cummings 

A. W. Dudley 

H. Q. Gallupe 
Wilfred G. Grandison 
N. M. Hunter 
Charles M. Hutchinson 
Arthur M. Jackson 
Josephine D. Kable 
Alexander A. Levi 

F. P. Lowry 

L. W. McGuire 

John A. McLean 
Edward Mellus 
Charles E. Mongan 
Frank L. Morse 

John P. Nelligan 
Dwight O’Hara 
Charles T. Porter 
Ezekiel Pratt 

W. D. Reid 

M. James Shaughnessey 
Frederick G. Smith 
Clarence H. Staples 
Horace P. Stevens 

H. W. Thayer 

F. Van Niiys 

W. Stewart Whittemore 


NorFOLK 


H. Baker 

F. G. Balch 

Hollis G. Batchelder 
A. S. Begg 


David N. Blakely 
Horace K. Boutwell 
David G. Eldridge 
I. A. Finkelstein 
Alice M. Gray 

J. B. Hall 

Charles J. Kickham 
W. A. Lane 

J. S. H. Leard 

F. W. Marlow, Jr. 
J. S. May 

Sylvester F. McKeen 
Hyman Morrison 
Benjamin Parvey 
Cadis Phipps 
Victor Safford 

H. F. R. Watts 


NorFoLK SouTH 


Charles S. Adams 
George V. Higgins 
Frederick E. Jones 
C. A. Sullivan 


PLYMOUTH 


Leon A. Alley 
P. H. Leavitt 
George A. Moore 
Alfred C. Smith 


SUFFOLK 


Arthur W. Allen 
A. E. Austin 
John W. Bartol 
Gerald Blake 

W. B. Breed 
Charles S. Butler 
David Cheever 
Fletcher H. Colby 


Frederic J. Cotton 
Lincoln Davis 

G. P. Denny 

R. L. DeNormandie 
Reginald Fitz 

C. Frothingham 

H. T. Hutchins 
Elliott P. Joslin 
Roger I. Lee 

G. A. Leland 
George B. Magrath 
A. K. Paine 
Francis W. Palfrey 
George P. Reynolds 
W. H. Robey 
George C. Shattuck 
Louisa Paine Tingley 
J. R. Torbert 

H. P. Towle 
Conrad Wesselhoeft 


WORCESTER 


James C. Austin 
Walter P. Bowers 
L. R. Bragg 
George E. Emery 
D. Harrower 
Ernest L. Hunt 
Edwin R. Leib 
A. W. Marsh 
Erwin C. Miller 
J. W. O’Connor 
Walter C. Seelye 
Edward H. Trowbridge 
F. H. Washburn 
Royal P. Watkins 
S. B. Woodward 


WORCESTER NorTH 


C. Bertram Gay 
H. R. Nye 


Following a motion by Dr. Stetson, Frank- 
lin, it was voted to accept the records of the 
last meeting as printed. Dr. Robey explained 
that because of the death of Dr. Burrage it was 
necessary to appoint a Secretary Pro Tem. and 
he had chosen Dr. Alexander S. Begg for the 
position. 


President Robey then read the following obitu- 
aries : 


Dr. WauTEeR Lincoun Burrage of 182 Walnut 
a Brookline, died suddenly January 26, 

He was born in Boston, Massachusetts, Octo- 
ber 21, 1860, the son of Alvah Augustus and 
Elizabeth Amelia (Smith) Burrage. At Har- 
vard he received his Bachelor of Arts degree 
in 1883 and his Master of Arts in 1888; in the 
same year he received his Doctor of Medicine 


degree at the Harvard Medical School. He mar- 
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ried Sally Swan, of Brookline, Massachusetts, 
October 3, 1894. 

Dr. Burrage was House Physician at the Bos- 
ton City Hospital from 1886 to 1888, at the 
Women’s Hospital, New York from 1888 to 1890; 
visiting gynecologist to the Carney and St. Eliz- 
abeth’s hospitals, Boston from 1890 to 1903; 
surgeon to out-patients at the Free Hospital for 
Women from 1890 to 1901, and clinical instrue- 
tor in gynecology at Harvard from 1893 to 1895. 
He was an honorary fellow in the American 
Gynecological Society; a member of the Massa- 
chusetts Medical Society (secretary since 1909), 
and a member of the Boston Medical Library 
(secretary from 1911 to 1926). 

Dr. Burrage was the author of ‘‘Gynecologi- 
eal Diagnosis’’ in 1910 and of ‘‘A History of 
the Massachusetts Medical Society, 1781-1923’’ 
in 1923. He was a collaborator with Dr. Howard 
A. Kelly in his ‘‘ American Medical Biography’’ 
in 1912; he rewrote the same author’s ‘‘ Appen- 
dicitis’’ and assisted him with his book ‘‘ Medi- 
eal Gynecology’’ in 1910. With Dr. Kelly he 
wrote ‘‘ American Medical Biographies’’ in 1920 
and ‘‘Dictionary of American Medical Biog- 
raphy’’ (2049 biographies) in 1928. 

Dr. Burrage wrote the chapter on ‘‘ Medicine 
in Massachusetts’’ in Volume 5 of ‘‘Common- 
wealth History of Massachusetts’’ in 1930 and 
the ‘‘Catalogue of Honorary, Past and Present 
Fellows of the Massachusetts Medical Society, 
1781-1931’’ (11,126 names), in 1931. He was a 
contributor to the ‘‘Dictionary of American 
Biography’’ in 1928. 

Dr. Burrage bore his infirmity with great 
fortitude and was always cheerful and helpful. 
His records were kept with great accuracy and 
after his death all the material of the Society was 
found so carefully tabulated and arranged that 
it will be comparatively easy for the one who 
takes over the duties of his office. His place 
will be difficult to fill. 


Dr. THomas JAmMeEs O’Brien, for many years 
a practicing physician in Boston, died Febru- 
ary 5, 1935 at his home, 501 Beacon Street, 
after an illness of three months. 

He was born in Cambridge, July 12, 1872, 
the son of Edmond and Ellen M. O’Brien, and 
received his early education in the Cambridge 
public schools. 

In 1895 he was graduated from the Massachu- 
setts College of Pharmacy, and in 1899 was grad- 
uated cum laude from Harvard Medical School. 
He then interned at the Carney Hospital until 
July, 1900, when he became assistant resident 
physician at the Long Island Hospital. He 
was physician in the out-patient department of 
the Carney Hospital from 1900 to 1907. 

From 1901 to 1905 he taught analytical and 
organic chemistry at the Massachusetts College 
of Pharmacy. He was a trustee of that insti- 


. 


tution from 1907 to 1912, and in the year 1911- 
12 was dean. During his tenure of this office 
he was instrumental in securing a contribution 
from the George R. White Fund for the pur- 
pose of the erection of the present college build- 
ing on Longwood Avenue. 


He had been a member of the faculty of Tufts 
College Medical School since 1902. In 1920 
he was appointed professor of clinical medicine 
and served in that capacity until his death. The 
class of 1934, Tufts College Medical School, dedi- 
cated its year-book, ‘‘The Caduceus,’’ to him. 


Dr. O’Brien was made assistant visiting physi- 
cian at the Boston City Hospital in 1914. In 
May, 1919, he became secretary of the medical 
staff, which office he held until January, 1931. 
In January, 1932, he became a member of the 
senior staff, and in July, 1934, he resigned, hav- 
ing reached the compulsory age of retirement. 
At that time he received a letter from Dr. 
George G. Sears, secretary of the trustees, in- 
forming him that he had been appointed con- 
sulting physician, and expressing the apprecia- 
tion of the board for his services during twenty 
years. 


He was also a consulting physician at St. 
Elizabeth’s Hospital, the Leonard Morse Hos- 
pital in Natick, the Marlboro Hospital, and 
many others in Massachusetts. 

Dr. O’Brien was a former vice-president of 
the Massachusetts Medical Society, and for the 
past few years had been executive assistant to 
the president. In connection with this office, 
he addressed many medical and educational or- 
ganizations throughout the state, and frequent- 
ly represented the Society at hearings on mat- 
ters of medical legislation at the State House. 

He was also chairman of the Committee on 
Permanent Home, and a member of the Com- 
mittee on State and National Legislation. He 
represented the Massachusetts Medical Society 
as a delegate to the Annual Congress of the 
American Medical Association on Medical Edu- 
cation, Licensure and Hospitals, at Chicago, 
from 1929 to 1934, and also in 1934 was the 
Massachusetts delegate to the annual meeting of 
the secretaries of state medical societies. He 
was a former censor of the Suffolk District Med- 
ical Society. 

He was the author of many articles in the 
Boston Medical and Surgical Journal and the 
New England Journal of Medicine, dealing with 
diseases of the heart and the peculiar uses of 
drugs in the practice of medicine. He was a 
member of the Massachusetts Medical Society, 
the American Medical Association, the Massa- 
chusetts Society of Examining Physicians, the 
Boston Medical Library, and the Harvard Club 
of Boston. 

Dr. O’Brien married in Boston in 1903 Mar- 
garet Anne Learson, who died in December, 
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1909. With him when he died were his four 
children: Mrs. Philip M. Dillon, of Albany, Ed- 
mond T. and Francis R. O’Brien of Boston, and 
Richard O’Brien of Adams. Also surviving are 
his sister, Mrs. Elizabeth Norris, of Belmont, 
and six grandchildren. 


Dr. Frep Russet Dame of 1032 Main Street, 
Athol, was instantly killed Friday, December 21, 
1934, when an automobile, in which he and his 
son were riding, was hit by a locomotive on a 
crossing in Athol. 

He was born in Farmington, New Hampshire, 
in 1872. After graduating from the Baltimore 
Medical College in 1897 he practiced in Medford 
and Braintree for many years, moving to Athol 
ten years ago, establishing a large practice. 

Dr. Dame was a member of the Council of the 
Massachusetts Medical Society and most active 
in the deliberations of the Worcester North Dis- 
trict Medical Society. 

He is survived by his widow, two sons and 
a sister. 


Dr. FrepertcK Eumer Jones of 48 Corey 
Road, Brookline, died suddenly December 21, 
1934. 

He was born in 1870 at Corinna, Maine, the 
son of Albion K. and Elizabeth Lane Jones, 
graduated in medicine from the Baltimore Uni- 
versity School of Medicine in 1897, and settled 
in Roxbury, later moving to Brookline. 

Dr. Jones was a member of the Council of the 
Massachusetts Medical Society, a Fellow of the 
American Medical Association, and a member of 
the Brookline Medical Club. 

He is survived by a sister. His wife, Mrs. 
Florence Knox Jones, died several years ago. 


The Committee of Arrangements reported 
that the Section schedule for the Annual Meet- 
ing had been completed, thirty-six booths had 
already been sold to commercial exhibitors 
and the roster of scientific exhibitors was almost 
complete. The entire series of exhibits prom- 
ises to be of exceptional interest. The Com- 
mittee has transferred the sum of $1227.50 to 
the Treasurer, Dr. Butler, in part payment for 
exhibition space. 

The Auditing Committee presented its re- 
port (See Appendix No. 1) which was duly 
accepted. 

Dr. Butler, the Treasurer, then presented a 
very interesting and informative report which 
was unanimously accepted with evident appre- 
ciation. (See Appendix No. 2.) - 

Dr. D. N. Blakely, Norfolk, read the report of 
the Committee on Membership and Finance 
which was duly accepted and the recommenda- 
tions adopted. (See Appendix No. 3.) 

Dr. Blakely then read the report of the Com- 
mittee on Membership and Finance concerning 
the Budget for the year 1935. The report was 


duly accepted and its recommendations adopted 
without dissent. (See Appendix No. 4.) 

One of the Councilors, Dr. Kickham of Nor- 
folk, raised a question concerning the need for 
the annual publication of the Directory and 
suggested the possibility of saving money by 
publishing the complete Directory every two 
years and issuing from time to time the changes 
in the form of a loose-leaf booklet. He thought 
this arrangement might save the Society consid- 
erable money. He did not offer a motion. Dr. 
Edward Mellus, Middlesex South, spoke as a dis- 
trict treasurer and impressed upon the Council 
the importance of the Annual Directory to dis- 
trict treasurers. 

The Seeretary then read the reports of the 
committees appointed to consider petitions for 
restoration to Fellowship and it was voted to- 
restore to Fellowship, under the specified pay- 
ment of dues ete., the following named physi- 
cians : 

R. H. Morris 


H. Boruchoff 
d. P. Bil 


There were no new petitions for restoration to 
fellowship. 


Dr. David Cheever, Suffolk, next presented a 
report for the Committee on Ethics and Disci- 
pline. 

Dr. Fitz, Suffolk, presented the report of the 
Committee on Medical Education and Medical 
Diplomas (See Appendix No. 5) which was duly 
accepted. The President then presented the rec- 
ommendation of the Committee that the chair 
appoint a special committee to consider the type 
of person who shall be admitted to the Massa- 
chusetts Medical Society as a Fellow. This mo- 
tion was duly passed. The Committee appointed 
is as follows: 

Dr. Roger I. Lee, Chairman, Dr. A. Warren Stearns, 


Dr. H. G. Stetson, Dr. P. E. Truesdale, and Dr. 
Walter C. Seelye. 


The President announced the appointment of 
three delegates and three alternates, whose terms 
will expire June 1, 1937, to the House of Dele- 
gates of the American Medical Association. 

Dr. Richard H. Miller (Suffolk) in place of Dr. 


William H. Robey, whose term expires June 1, 1935; 
Alternate, Dr. Cadis Phipps (Norfolk). 


Dr. Edmond F. Cody (Bristol South); Alternate, 
Dr. Philemon E. Truesdale (Bristol South). 


Dr. Charles H. Lawrence (Suffolk) in place of 
Dr. Roger I. Lee, who has become a trustee; Alter- 
nate, Dr. George P. Reynolds (Suffolk). 


These appointments were regularly confirmed 
by vote. 

The President then nominated Dr. Alexander 
S. Begg as delegate to the Annual Congress on 
Medical Education, Licensure and Hospitals 
of the American Medical Association to be held 
in Chicago February 18 and 19, 1935. The ap- 
pointment was officially confirmed by vote. 

The President announced the following dele- 
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gates to the several meetings of the New Eng- 
land state medical societies: 
Maine: C. S. Pettingill, W. C. Hanson. 
New Hampshire: B. H. Pillsbury, Richard Dutton. 
Vermont: G. D. Henderson, S. A. Mahoney, Jr. 
Rhode Island: J. L. Chute, W. J. McCausland. 
Connecticut: Charles Moline, G. S. Reynolds. 


These appointments were officially confirmed by 
vote. 

Dr. Mongan (Middlesex South), Vice-Chair- 
man of the Committee on Public Relations, pre- 
sented the report of that Committee. (See Ap- 
pendix No. 6.) This report was accepted. Dr. 
Mongan then spoke forcefully concerning the 
necessity for each physician to complete the 
questionnaire sent out by the Committee and 
to return it for the necessary study. He spoke 
at some length about the need for the analysis 
of the medical service of the State and the 
‘ position which must be taken by the Society 
if it is to maintain its position of leadership, and 
then ensued some discussion regarding the rec- 
ommendation in the report calling for an ap- 
propriation of one thousand dollars which Dr. 
Mongan stated should be given the Committee 
for the purpose of carrying out the necessary 
work on the questionnaire. Dr. Mellus, Middle- 
sex South, asked if it would be proper to con- 
sult the Committee on Membership and Finance 
as to whether this amount should be appropri- 
ated before it was voted upon. Dr. Blakely, 
Norfolk, stated that in his opinion this was a 
ease which would come under the rule of the 
By-Laws. If the President rules that it is an 
extraordinary appropriation it can be voted 
now. Otherwise it is sent automatically to the 
Committee on Membership and Finance. Dr. 
Robey stated that he did not believe the amount 
was greatly in excess of that already granted 
to the Committee and that if it was the pleasure 
of the Council, the sum might be raised to one 
thousand dollars for the year. The motion was 
then voted upon and it was carried. 


Dr. Begg read the report of the Committee 
on State and National Legislation submitted by 
Dr. Shields Warren, the Secretary. (See Ap- 
pendix No. 7.) Dr. Robey then put the question 
as to the acceptance of the report with its rec- 
ommendations. The motion was duly carried. 

Dr. Begg then moved that the Massachusetts 
Medical Society, acting through its duly elected 
Council, hereby endorses the following bills now 
before the Legislature: S. 52, H. 60, H. 756, 
H. 758 and that it hereby expresses its convic- 
tion that the following bills are contrary to the 
public interest and welfare and should not 
pass: H. 528, H. 623, H. 755, H. 1157, H. 1400, 
H. 1458 and that the Secretary be directed to 
communicate to the chairman of the proper 
committee of the Legislature such extracts from 
these minutes as may be appropriate. This mo- 
tion was approved in regular manner by vote. 

Dr. Lincoln Davis, representing the Boston 


| 


Medical Library, stated that at the last meeting 
of the Boston Medical Library Corporation it 
was voted that the Council of the Massachusetts 
Medical Society be invited to appoint a com- 
mittee which would meet with a committee from 
the Library Corporation to discuss the pos- 
sibilities of establishing closer relationship be- 
tween the two organizations and for their mu- 
tual benefit. He explained that there was no 
idea of any merger between the two organiza- 
tions but that since their objects and aims were 
complementary in many respects, closer codper- 
ation might permit more effective action. He 
spoke of the service of the Library in some 
detail and mentioned the need for a wider basis 
of interest and support. He expressed the opin- 
ion that the State Society should have some 
voice in the management and policy of the 
Library Corporation. 

Dr. Bowers, Worcester, seconded the motion 
as one who is familiar with the Library and who 
realizes that its facilities are not taken advan- 
tage of to the fullest possible extent. He felt 
that the proposed movement would be mutual- 
ly helpful. 


Dr. G. A. Moore, Plymouth, spoke in favor of 
the motion and pointed out that less than five 
per cent of the members of the Massachusetts 
Medical Society are members of the Boston Med- 
ical Library. He expressed the opinion that 
there is the problem of the education of the 
members of the Society particularly those liv- 
ing outside of Metropolitan Boston so as to stim- 
ulate an interest in the facilities that the Library 
offers. He spoke of his own interest and use of 
the Library since he began practicing in 1911. 
He expressed the belief that the Postgraduate 
Extension Course might be used to stimulate in- 
terest. 

Dr. Truesdale, Bristol South, stated that he 
is proud of the Library and that he believes it 
should receive the support of the State Society. 
Just how this can be done is a problem which 
may be worked out by the suggested committee. 
He expressed the hope that the Council would 
favor the motion. The question was then asked 
for and the motion was regularly passed. 

There followed considerable discussion con- 
cerning the approaching special meeting of the 
House of Delegates. Dr. Burnham, Essex North, 
stated that there were six delegates from Massa- 
chusetts and that they needed careful instruc- 
tion so as to represent adequately the viewpoint 
of the profession. He commented upon the at- 
titude of the present Federal Government with 
regard to the economic security and quoted the 
following paragraph from House Document No. 
81, the First Session of the Seventy-Fourth Con- 
gress. The paragraph is described as one of 
the ‘‘broad principles and general observations 
which appear to be fundamental to the design 
of a sound plan of health insurance’’. 


| 
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‘*2. In the administration of the services the 
medical professions should be accorded respon- 


sibility for the control of professional personnel 
-and procedures and for the maintenance and im- 


provement of the quality of service; practition- 


-ers should have broad freedom to engage in in- 


surance practice, to accept or reject patients, 
and to choose the procedure of remuneration 
for their services; insured persons should have 
freedom to choose their physicians and institu- 
tions; and the insurance plan shall recognize 
the continuance of the private practice of med- 
icine and of the allied professions.’’ 


Dr. Burnham also commented on the dangers 


of the much discussed compulsory -insurance 


movement and stated that, while the Federal 
‘Government would supervise and give some 
financial support to the states, in the end the 
medical profession would do most of the work. 


In the absence of Dr. Greenough, who is a 
member of the Medical Advisory Committee to 
the Secretary of Labor, Dr. Burnham asked if 
the Trustee present (Dr. Lee) would be willing 
to make some remarks. In response to the re- 
quest of the President, Dr. Lee stated that the 
reason for the special meeting of the House 
of Delegates is that this body is the only au- 
thority in the American Medical Association 
which may promulgate policies. The discussion 
before the House of Delegates will be confined 
to matters of social insurance. While many pro- 
posals have been made in Congress along this 
line, the President has not yet announced his 
own plan. Therefore, the Trustees hope for as 
much light as they can get on the general prin- 
ciple from the House of Delegates. This move 
has been made necessary by the fact that the 
individuals who have gone before the Committee 
in Washington have found their authority chal- 
lenged. ; 

Dr. Mongan, Middlesex South, spoke on the 
history of the movement for some form of health 
insurance and mentioned the date of December 
20, 1916 as an important milestone. He feels 
that the movement has gone farther than most 
of us realize. He urged that each Councilor 
write to his member of Congress and state that 
we are opposed to the lay supervision of the 
practice of medicine. 


Dr. Trowbridge, Worcester, then stated that 
we already have lay supervision of medical work 
in connection with the functioning of the Work- 
men’s Compensation Act. He quoted from his 
own recent experience where the Board estab- 
lished a professional fee. He then quoted from 
Section 30 of the Act and expressed the hope 
that the Massachusetts Medical Society would 
furnish the Board with a table of minimum 
fees for surgical operations. 

Dr. Stetson, Franklin, then presented the fol- 
lowing motion: 


‘“Because of the great social and economic im- 
portance of chronic disease and of the inade- 
quate facilities which now exist for the study 
and control of chronic rheumatism and allied 
diseases which recent state-wide surveys have 
shown, it is moved that a committee of ten mem- 
bers of the Massachusetts Medical Society be ap- 
pointed by the President to consider with him 
this situation and to discuss plans for meeting 
this need.’’ He stated that a survey made by Drs. 
Bigelow and Lombard showed approximately 
one hundred and forty thousand cases of rheu- 
matism in Massachusetts of which ninety thou- 
sand are under no medical supervision. The mo- 
tion was duly seconded by Dr. Cheever and 
was regularly passed. 

Dr. Mongan of Somerville submitted the fol- 
lowing resolution and moved its adoption: 

‘‘Whereas physical therapy is one of the old- 
est and most useful branches of medicine, and 
whereas physical therapy is at the present time 
to a large extent in the hands of untrained and 
irregular practitioners, and whereas compli- 
cated forms of apparatus for the administra- 
tion of electro and radio therapy are being sold 
to the medical profession in large quantity, 
the undersigned request the Council to appoint 
a small committee or subcommittee of the So- 
ciety to be known as the Committee on Physical 
Therapy. It is hoped that this committee may 
codperate with the Council on Physical Therapy 
of the American Medical Association and the 
Committee on Postgraduate Medical Education 
of the Massachusetts Medical Society in an at- 
tempt to interest the medical profession in a 
more extensive use of the simpler forms of phys- 
ical therapy and to protect the profession and 
the public from exploitation.”’ 

Rosert B. Osaoop, 
GeorcE R. Minor, 
Frank R. OBrr. 


The resolution was adopted without dissent. 
Dr. Robey then presented the report of the 
Committee on Postgraduate Instruction which 
was duly accepted by the Council. (See Appen- 
dix No. 8.) 
The meeting adjourned at 2:00 P. M. 
ALEXANDER S. BEaa, 
Secretary Pro Tem. 


APPENDIX TO THE PROCEEDINGS 
OF THE COUNCIL 


APPENDIX NO. 1 


AUDITING COMMITTEE’S REPORT 
To the Council of the Massachusetts Medical Society: 
The Auditing Committee has received from Hart- 
shorn and Walter the audit of the books of the 
Treasurer herewith submitted. It has examined 
the securities in the hands of the Treasurer as of 
January 5, 1935, and found all to be present as shown 


in this account. 
JoHN W. CuMMIN. 
February 4, 1935. RicHarD M. SMITH. 
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Hartshorn and Walter INVESTMENTS 
Certified Public Accountants December 31, 1934 
60 Congress Street SCHEDULE A EXHIBIT 1 
Boston Endowment Funds: 
January 31, 1935. Investment Income 
ttuc nd: 
The Auditing Committee: pp 
y Policy — Massachusetts 
Dr. John W. Cummin and Dr. Richard M. Smith, Hospital Life Insurance Co. .. $9,166.87 $275.01 
The Massachusetts Medical Society, os Fund: 
usetts. 10,000 Commonwealth of Mass- 
Boston, Massach achusetts 3%s Jan. 1, 1944 10,000.00 350.00 
eposit—Institution for Savings 
At the request of your Treasurer, Dr. Charles S. = ................ 1,000.00 30.00 
Butler, we have audited the books and accounts Deposit — Provident Institution 
of The Massachusetts Medical Society for the twelve 1,000.00 30.00 
posit—sulito avings an 
ended December 31, 1934 and submit here- 1,000.00 30.00 
Schedule A Statement showing the Assets and on $22,166.87 $715.01 
Liabilities of The Massachusetts Med-| Building Fund: 
ical Society, December 31, 1934. Cash— New Engiand Trust Co. $2,284.04 
a posit — Framingham ationa 
Schedule B Statement showing the Current Ac in i ......... 325.61 9.47 
count of The Massachusetts Medical] peposit—Franklin Savings Bank.. 1,404.25 44.53 
Society for the twelve months ended ane Copation National Ry. 5s ete nse 
Canaitian National Hy: 
% & ($4,000 So J 
The cash on deposit in the been recon 
ciled with the bank statements and found correct. ance & Mortgage Co. 4%s 
All known cash receipts have been properly ac- mapa a Oct. 31, 1939 _— 
j n J 
counted for and are supported by 5,000 Chicago R. i. & Pacific Ry. 
vouchers or cancelled checks. Ist 4s April 1, 1934 (In default) 4,735.00 46.95 
We have made no examination of the securities, 1,000, Cincinnati Unica 
but are informed by Dr. Butler that you have per- won ortgage Series . 
sonally examined these securities, also the savings alt Canine ee ee: 1,000.00 60.00 
bank books and found them correct. 3%s reg. 1,907.60 70.00 
The attached statements showing the financial con- , ommonwealth 0 assa~- 
dition of the Society on December 31, 1934 and the] 4,009 City of Geabedy, Mace’ 
Current Account for the twelve months ended De- Aug 15, 1935 (Purchased May aaa as 
gyn pg tong are e, to the best of our knowl 1,006 City of St. Paul 48 Feb. 1 
ge an or. ee: 1939, (Purchased May 28, +1984) 1,020.00 7.00 
Respectfully su ty of Newburyport, Mass. 
= y bmitted 2s Nov. 1, 1937 (Purchased 
1,000 City of Quincy, Mass. 3%s 
son ectric uminat- 
TREASURER’S REPORT ing Co. of Boston 5s Apr. 15, sii ai 
1,500 N. Y. Chicago & St. Louis 
Massachusetts Medical Society Ry. 6s Notes Oct. 1, 1935 . 1,500.00 90.00 
December 31, 1934 2,000 Northern Ohio Traction ‘& 
Light Co. Gen’l & Ref. Series 
Assets 1,000 U. S. Treasury 2%s Mar. 
Cash: 5 15, 1935 (Purchased Jan. 29, 
Merchants National Bank......... $2,801.32 1,000.00 3.11 
New England Trust Co. .......... 5,617.70 1,000 U. S. A. Certificate 1 1%s 
————_ $8,419.02 1936 (Purchased Dec. 
Boston Medical Library Note 444% 
New England Journal of Medicine.. 1.00 24,703.29 1,111.64 
Total $166,328.87 Total ..... . $53,770.29 $1,922.58 
Liabilities *Interest paid out. 
Endowment Funds: 
Shattuck Fund: General Fund: 
G. C. Shattuck 1854-1866........ $9,166.87 Deposit—Franklin Savings Bank.. $1,074.48 $34.91 
Phillips Fund American Tel. Tel. Co. Deb 
Jonathan Phillips 10,000.00 Nov. 1943 ($1,000 Sold 
5 ppalachian ectric ower 
Cotting $1,000—s876-1881- Co. Ist & Ref. 5s May 1, 1956 2,910.00 180.00 
——— $22,166.87 Mass. 3%s Mar. 
Building Fund: 1,006 Boston & Albany R. R. 4s 
2,284.04 City of Melrose 1%s Dec. 18, 
Power Co. ist 5s Jan. 1, 1953 1,870.00 100.00 
Unexpended Income........... 4,282.27 Cedars Rapids Mfg. & Power 
General Fund: 5s 1953 ($1,000 xe 
Balance, January 1, 1934.......... $80,014.26 so LR Eee -64 
Add,—Increase for the Twelve 3,000 Central Power & Light Co. 
Months ended December 31, 2,730.00 150.00 
6,095.18 Springfield 4s Jan. 1, 50.00 
Balance, December 31, 1934....... 86,109.44] 1, 000 Chicago, ‘Burlington ‘& Quin- ; 
lst & Ref. 58 A 
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Note: The Income from Building Fund amounting to 


$1,922.58 has been transferred to Building Fund. 


Medical Educa- 
tion and Dip- 
70.14 
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ortgage s June 
4,000 of Massa- SCHEDULE A EXHIBIT 2 
1 1 4,000.00 140.00 | Balance, January 1, 1934............ $50,789.81 
chusetts 3%s July 1, 1935, reg. 953.80 $1,922.58 
tas 8,015.00 105.00 Profit on Sale ‘of Securities. 724.57 
of Massa- ‘ George W. Gay Legacy.. 833.38 2,980.48 
P 3%s i, reg. 1,000.00 35.00 
ommonwea oO assa- 
ga See 3%48 Nov. 1, 1935, reg. 2,017.31 61.35 Balance, December 31, 1934......... $53,770.29 
2,000 Conveyancers Title Insur- 
dn Default) 92,000.00 
n au 
000 Connecticut River Power STATEMENT 
Co. 1st Mtge. 5s Oct. 1, 1952 940.00 50.00 Showing the Current Account of 
Cambridge 3%s 3.009.85 61.85 The Massachusetts Medical Society 
City of Milwaukee 4%s Jan. sala ‘ for the Twelve Months Ended 
5; 2008 22.50 December 31, 1934 
2,000 Cons. G. El. ‘Lt Power 
of Baltimore 4%s Feb. 14, 1935 2,025.00 2.00*° | SCHEDULE B 
3,000 Dayton Power & Light ist Revenue 
Ref. 5s June 1, 1941 ........ 2,797.50 150.00 
1,000 Edison Electric Iluminat- Assessments Received by District Treasurers: 
ing Co. of Boston 5s Apr. 15, po 
1,000 Edison Electric Iluminat- 
ing Co. of Boston 3s 1937 .. 1,000.00 
2,000 Great Northern Ry. Co. 
Gen’l B 5%s Jan. 1, 1952 ... 1,932.50 110.00] Essex South......... 
1,000 Power Co. ist Ref. wie 
3,000 Guarantee Title & Trust 
Corp. 5%s Oct. 1, 1936 (In Middlesex East..... 
3,000.00 Middlesex North.... 
3,000 International Paper ‘Co. Ref. Middlesex South 
Series A 6s Mar. 1, 1955 ..... 3,076.00 180.00] Norfolk .............. 
2,000 Metropolitan Ice Co. Ist Norfolk South......... eeeeeceee 
Mtge. 7s Jan. 1, 1954 ........ 2,100.00 140.00] Plymouth 
960.00 50.00 orcester North 
1,008 Narragansett "Electric Co. $42,388.78 
1st i. 5s June 1958 Series C 982.50 50.00 | Assessments Received by Treasurer 1,215.60 
750 N. Chicago & St. Louis Non-Resident Assessments.......... 1,408.81 
1, Notes, Oct, + 760.00 45.00! sale of Directories and “History”... 44.20 
Co. 1st & Ref. 6s June 1, 1957 967.50 60.00 | Income from Funds.......... baodiva ‘ 4,409.54 
4, = — Service Co. of No. Ill. Profit on Sales of Securities..... wees 324.61 
Ret a May 1968 935.00 45.00 
, 0. Pacific (Ore nes) 1s Total Revenue........... 49,801.54 
Mtge. A 4%s Mar. 1, 1977.. 875.00 45.00 = 
1,000 So. Pacific (Ore. Lines) ist Expenses 
Mtge. A 4%s Mar. 1, 1977.... 730.00 45.00 
U. Co. ist 3,000.00 190.00 Salaries: 
-45 . 2,200.00 93.50 Assistant to 
1, 000°, Liberty June 15, 990.00 2.80 President .... 2,500.00 96,000.60 
2.000 Us 1 ‘Treasury 2%s June 
2, 'U. S. Treasury ‘Aug. 1, 
2,000.00 62.52 ‘ 
1,000 Uv. Ss. Treasury 4%s- 3%s President ........ $205. 14 
2,000 U. 'S. Treasury 4%s- District 
Oct. 15, 1943-45........ 2,026.25 85.00 strict 2 360.36 
1,000 U. S. Treasury 2%s Mar. 15, CFB "791.80 
2,000 U. S. Treasury 3s Feb. 15, aye 
ubber Co. 1s 
Ref. 5s Jan. 1, 1,735.50 100.00 
3, Co., "Ine. 1st 6s. Apr. 2000.00 
New York Central Lines 5s sae “| General Expenses: 
New York Central Lines 4igs Society Head- 
$81,971.69 $3,694.53] Shattuck Lecture 200.00 
*Interest paid out. 266.20 
Connery Committee 
Endowment Funds ........... coccece $22,168.87 $715.01 Expenses: 
General Fund ........ 3,694.53 tional Legis- 
$151.10 
Totals ......cecccecsccce $157,908.85 $4,409.54 Public Health.. 28.67 
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Membership 

and Finance. 12.42 
Ethics and 

Discipline ... 17.75 


Public 
Relations .... 437.33 


717.41 


Board of Trial 

Expense 116.84 
Revision 0o y- 

391.52 
Miscellaneous 

Expenses 

(Better Busi- 

ness Bureau, 

$25.00) ......- 31.25 


5,121.03 


Refunds to Dis- 
¥ trict Societies 5,000.00 


Standing 
Committees: 


Publications: 


A. New Eng- 
land Jour- 
nal of Med- 
$18,500.00 
= 1,864.00 
ectory.. 1,864. 
——_ 20,364.00 


Malpractice De- 
TORSO 1,002.40 
ostgraduate 
Instruction .. 1,000.00 
Committee of Ar- 
Annu eet- 
332.43 
22, 698.83 


Total 
Expenses $43,706.36 


Unexpended 
Balance $6,095.18 


APPENDIX NO. 2 


TREASURER’S REPORT 


Mr. President and The Council: 

The treasurer offers his report of the finances, 
for the twelve months of 1934. This report, how- 
ever, gives only scanty suggestions of the work 
done by the Society, of progress made, and of 
greater promise for the future. This report can- 
not fully reveal the sacrifices of many Fellows, and 
their valued coéperation, during the past four years 
of economic stress and chaos. The treasurer wishes, 
therefore, to acknowledge, by these written words, 
his admiration of, as well as his debt to, the wonder- 
ful spirit shown by the Fellows who have so nobly 
supported our Massachusetts Medical Society. 

The total revenues received in 1934 from dues 
of resident Fellows amount to $43,604.38, the largest 
sum ever received from this source. Additional dues 
received from non-resident Fellows amount to 
$1,408.81; so that combined total dues to the Society 
were $45,013.19, a sum never before equaled in our 
history. Other income, first, from invested funds, 
of $4,409.54; secondly, from proceeds of sales, $44.20; 
a gift of $10.00; and, finally, profit and loss, of 
$324.61 together make $4,788.35. The Society’s total 
gross income, therefore, from the above sources the 
past year (but not including separate income of 
“Building Fund”, nor dues from Postgraduate Medi- 
cal Instruction) was $49,801.54. 


During the year, the treasurer further received 
from dues, for Postgraduate Medical Instruction, 
$3,553.12 which, added to the balance in 1933 of 
$2,749.77, plus the appropriation by the Society of 
$1000, made total available funds to this Commit- 
tee in 1934 of $7,302.89. After expenses of Postgrad- 
uate Committee of $3,020.62 a working credit bal- 


ance remained January 1, 1935, of $4,282.27. It 
would appear, therefore, that the Committee on 
Postgraduate Medical Instruction is well established, 
and should not need, for long, additional appropri- 
ation. 

The “Building Fund” of the Society gratefully re- 
ceived a legacy from the estate of a former Presi- 
dent of this Society, Dr. George W. Gay; and dur- 
ing the year, from investments, additional income 
of $1922.58. Late in 1934, the treasurer, with ap- 
proval of the Committee on Membership and 
Finance, sold several bonds held in the Building 
Fund which were selling at prices above the call 
price or much above their cost to the Society. The 
generous profits resulting, $724.57, have been added 
to principal of Building Fund, which now shows a 
book value of $53,770.29 (and market value of 
$47,140.69). 

The Society’s expenses in the year include two 
unusual items, both of moderate amounts; first, the 
revision of the By-Laws, and secondly, expenses of 
a Board of Trial. Regarding other expense items, 
the treasurer believes it is wise and proper for this 
Council thoughtfully to compare the costs of cer- 
tain items of expense with the benefits to the So« 
ciety. Our expenses are increasing steadily and 
should therefore be both guided and guarded. The 
treasurer would also emphasize that appropria- 
tions by this Council to Committees should more 
carefully be followed. 

During the past year market values of almost all 
of our bond securities continued to show advances; 
in some instances prices are well above “call prices” 
and therefore, in the opinion of your treasurer, de- 
mand consideration of selling. The difficulty, now- 
ever, of purchases to replace such sales, and with 
equal or better security, gives strong reason to act 
carefully. The treasurer has tried to keep this in 
mind. Although the dreaded spectre of inflation is 
ominously beckoning us, the treasurer, neverthe- 
less, again restates his conviction that the So- 
ciety’s funds are funds in trust; that, in the care of 
these funds, conservative investment principles and 
practices should govern. The outlook, at present, 
is for decreased income return from such new prime 
investments as are open to our cash funds. We 
should be satisfied, therefore, with some small in- 
come, but try to conserve our principal. 

The Massachusetts Medical Society ends 1934 with 
unexpended revenues of $6095.00. The total assets 
December 31 amount to $166,328.87 an increase dur- 
ing the year of $10,608. 

The treasurer, with pleasure, again thanks the 
officers of the Society, and the working staff of the 
New England Journal of Medicine for their helpful- 
ness during 1934. 

The treasurer invites, and will be glad to answer, 
questions. 


Cuar_es S. Butter, Treasurer. 


Treasurer’s Report for the Calendar Year 1934, 
in Comparison with That of 1933 


DISBURSEMENTS 
Salaries 
ar 1933 1934 
Executive Assistant to President.... 2,500.00 2,500.00 
Expenses of Officers and Delegates 
President and Vice-President........ *374.09 205.14 


Delegates to New England Medical 
Council 
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General Expenses 


Maintenance of Society’s Headquar- 

Shattuck 0.00 200.00 
Cotting 15 266.20 


Expenses of Committees 
Of Soa for Annual Meet- 


Publications: 
A. New em Journal of 

B. Annual Directory............ 1,637.74 1,864.00 
Membership and Finance............ 16.30 12.42 
Ethics and Discipline................ 3.20 17.75 
on and Medical . 

State Nationai Legisintion 49.42 151.10 
Malpractice Defense..............++.. 1,092.38 1,002.40 
Postgraduate Medical Instruction... 1,000.00 1,000.00 


Special Appropriations 
Contribution to Better Business 


Revision of By-Laws................ — 
Refund to District 5,000.00 5,000.00 
Total Disbursements......... $42,099.90 $43,706.36 
Unexpended Balance......... 5,585.78 6,095.18 


$47,685.68 $49,801.54 


REVENUES 
1933 1934 
Assessments 
Paid to District Treasurers.:... $40, oe. 
1,2 
Paid by Non-Resident Fellows.. 350. 00 1 
Sales of Directories and ‘‘History’”’.. 5 .20 
on bank balance...........-. 28.17 
1932 1933 1934 
$47,603.52 $47,685.68 $49,801.54 


*This includes a considerable amount for expenses in 1932 
but paid in 1933. 


APPENDIX NO. 3 


REPORT OF THE COMMITTEE ON MEMBERSHIP 
AND FINANCE ON MEMBERSHIP 


This Committee recommends: 


1. That the following named twenty-one Fellows 
be allowed to retire as of December 31, 1934, under 
the provisions of Chapter I, Section 5, of the By- 
Laws: 


1. Bragg, Francis Adelbert, Foxboro. 

2. Brodrick, Francis Sidney, Boston. 

3. Cobb, Carolus Melville, Lynn. 

4. Curley, Clarence Proctor, Eau Gallie, Florida. 
5. Davenport, Francis Henry, Boston. - 
6. Edsall, David Linn, Boston. 

7. Eliot, Henry Whitney, Manchester, Vt. 

8. Harris, Arthur Eugene, East Lynn. 

9. Hemeon, Frederick Chipman, Dorchester. 
10. Jones, Charles David, Malden. 

11. Jones, John Clarke, Brookline. 

12. Madden, William Daniel, Boston. 

13. Masten, Charles Howard, Thompson, Conn. 
14. Page, George Thornton, Cambridge. 

15. Piper, Fred Smith, Lexington. 

16. Prescott, William Herbert, Franklin. 

17. Rosenau, Milton Joseph, Boston. 


18. Scudder, Charles Locke, Boston. 

19. Sylvester, Albie Warren, Pittsfield. 
20. Tilton, Josiah Odin, Lexington. 

21. Lane, Edward Binney, Jamaica Plain. 


2. That dues of the following named six Fellows 
be remitted under the provisions of Chapter 1, Sec- 
tion 6, of the By-Laws: 

1. Borden, Charles Richardson Cobb, Brookline, 

1935. 

2. Drake, Arthur Knowlton, Avon, IIl., 1935. 

Dunscombe, William Colby, Ensenada, Porto 
Rico, 1935. 

Hamilton, Robert DeLancey, Newburyport, 19365. 

Wilder, Edward Wheeler, Madura, South India, 
1935. 

White, Joseph Warren, Greenville, South Car- 
Olina, 1933, 1934. 


3. That the following named twelve Fellows be 
allowed to resign as of December 31, 1934, under 
the provisions of Chapter I, Section 7, of the By- 
Laws: 


1. Della Sala, Ralph, Boston with remission of dues, 
1932, 1933, 1934. 

2. Eastman, Alexander Crane, Sarasota, Fla., with 
remission of dues, 1932, 1933, 1934. 

3. Eckels, John Clendenin, Lisbon, N. H. 

4. Erickson, Milton Hyland, Eloise, Michigan. 

5. Faxon, Dora Winifred, Franklin, with remission 
of dues, 1932, 1933, 1934. 

6. Grandmaison, Albert Joseph, Haverhill. 
(On recommendation of the Committee on 

Ethics and Discipline) 

7. King, Frank Oscar, Portland, Maine. 

8. Le Furgy, William Godfrey, Larchmont, N. Y. 

9. Liebman, Charles, Montreal, Que. 

10. Smith, Howard Harry, Charlottetown, P. E. I. 

11. Terhune, William Barclay, New Canaan, Conn. 

12. Powers, William Joseph, Holyoke, with remis- 
sion of dues, 1932, 1933, 1934. 


4. That the following named forty-six Fellows 
be deprived of the privileges of Fellowship under 
the provisions of Chapter I, Section 8, Clauses (a; 


FF 


and (b) of the By-Laws: 


1. Brunn, Paul Edward, Westfield. 

2. Buck, William Edgar, Randolph. 

3. Butler, Alfred Worcester, Lincoln. 

4. Celce, Frederick William, Holyoke. 

5. Cohen, Benjamin Myron, Cambridge. 

6. Condrick, John Joseph, Brockton. 

7. Cooper, Alden Vernon, Lynn. 

8. Cote, Gerard, Salem. 

9. Cunningham, Richard Augustine, Roslindale. 

10. Dennen, Ralph Waite, Waltham. 

11. Doherty, Francis Joseph, Brighton. 

12. Donnell, Herbert Anthony, Medford. 

13. DuVally, Alice Butler, Boston. 

14. Hall, George Morris, Brockton. 

15. Healy, Harrison Thomas, New Bedford. 

16. Heinz, Herschel, New Bedford. 

17. Kaplan, Israel, Salem. 

18. Kenny, Thomas Hopper, Northampton. 

19. La Belle, Urgele Alexander, Springfield. 

20. Ledoux, Arthur Joseph, Fall River. 

21. Marien, Joseph Ernest, Fitchburg. 

22. McCarthy, John Coakley, Malden. 

23. McCarty, Edward Michael, Somerville. 

24. McGinley, Charles, Lynn. 

25. McLaughlin, Joseph Henry, Dorchester. 

26. McLeod, Melvin Saunders, Melrose. 

27. Messer, Edward Crahan, Dorchester. 

28. Noehren, Arthur Groman, Williamstown. 

29. Quirk, Thomas Christopher, Watertown. 

30. a Cheslie Alvah Clarence, West Som- 
erville 
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31. Riordan, Arthur Hatton, Springfield. Membership and 

32. Ritter, Henry, Springfield. 25 25 

33. Rosen, Edward, Revere. pline ER 50 50 

34. Rothblatt, Harry Lewis, Boston. *Med 

35. Sargent, Arthur Forrest, Boston. oo 800 see 

36. Shea, Michael Ignatius, Chicopee Falls. tState and National 

37. Sullivan, Francis Augustus, Cambridge. Legislation ...... 1,900 300 
Public Health........ 100 100 

38. Tennis, Max, Boston. Malpractice Defense. 1,500 1,500 

39. Tilton, Warren Norwood, Boston. : 27,275 23,975 

40. Tucker, George Everett, Salem. t 

41. Verdone, John, Medford. Special — 

42. Walsh, Patrick Henry, Fall River. 1,000 1,000 

43. Wardwell, James Knight, Boston. Public Relations..... 400 400 

44, Wexler, Daniel, New York City. 

45. Whitney, Raymond Cyrus, South Dartmouth. af new’ 

46. Zacks, David, Brookline. 600 
Boston Better Busi- 

5. That the following named four Fellows be al- ness Bureau..... 25 25 


lowed to change their membership from one Dis- 
trict Society to another without change of legal 
residence, under the provisions of Chapter III, Sec- 
tion 3, of the By-Laws: 

One from Middlesex East to Suffolk 
1. Gant, Julian Carrel, Winchester. 


One from Middlesex South to Suffolk 
Osgood, Herman Ashton, Waban. 


Two from Norfolk to Suffolk 


. Guralnick, Rubin, Roxbury. 
Newton Harlan Fay, Brookline. 


Davin N. BLAKELy, Chairman. 


nue 


February 6, 1935. 


APPENDIX NO. 4 


REPORT OF COMMITTEE ON MEMBERSHIP AND FINANCE, 
ON FINANCE, Fesrvary 6, 1935, 
Bupcet For 1935 


The following Appropriations are recommended: 
Appropriated 
in 1934 
Salaries: 


$3,000 
$1,000 500 


GONE 2,500 $3,500 2,500 $6,000 


Expenses of Officers and 
Delegates: 
President and Vice- 
500 500 
900 925 
350 350 
District Treasurers.. 2,400 2,400 
Delegates to House 
of Delegates, 
American Medi- 
cal Association... 600 700 
5,550 


5,675 


Maintenance Society 
Headquarters, 
including clerical 
and other ex- 
3,600 3,500 


Shattuck Lecture........ 200 200 
Cotting Luncheons....... 300 300 


Standing Committees: 
Arrangements for 
Annual Meeting. 1,600 1,000 
Publications: 
A. New England 
Journal of 
Medicine .. 19,500 18,500 
B. Annual 
Directory 
of Fellows. 1,800 - 1,700 


—. 1425 —— 2,025 


Contingent Fund......... 2,200 —— 
Estimated Income... $49,000 $46,675 


*Including expenses of delegate to annual congress at Chicago 
and prize offered to interns in Massachusetts. 


¢Including expenses of delegate to annual congress at Chicago. 
Davin N. BLAKELy, Chairman. 


APPENDIX NO. 5 


COMMITTEE ON MEDICAL EDUCATION AND 
MeEpIcAL DIPLOMAS 


Dr. RecInaLp Firz (Suffolk): Mr. President and 
Members of the Council—The Committee on Medical 
Education and Medical Diplomas wishes to make a 
twofold report. The first part of this asks for help 
and guidance, the second reports progress. 

The Committee for some time has been debating 
the question of what is the wise thing for the So 
ciety to do in regard to the admission of candidates 
who have come from unrecognized medical col- 
leges. The decision is a question of policy for the 
Society rather than anything else, because it ap- 
pears to be a very simple matter for almost any 
applicant to get the necessary letters recommending 
him for membership. 

For several vears about 10 or 15 per cent of the 
new members elected have been graduates from 
unrecognized schools. The Committee would very 
much like advice as to’ whether a larger or smaller 
proportion of such new members is desirable. We 
ask that you direct the President to appoint a spe- 
cial committee to study the problem of the unrec- 
ognized medical school graduates in order to deter- 
mine the policy which is best for the Society to adopt 
in admitting such candidates to membership in our 
ranks. 

The second part of our report deals with progress. 
Last October the Committee on Medical Education 
and Medical Diplomas was “instructed to consider 
and to propose suitable bills for the advancement 
and improvement of medical licensure in Massachu- 
setts at the coming session of the Legislature and 
to work with the Committee on State and National 
Legislation for the passing of such legislation and 
to enlist the céoperation of the Committee on Public 
Relations in the matter.” We were also told at that 
time “that it is the sense of this meeting that The 
Massachusetts Medical Society believes a construc- 
tive policy desirable in our relation to the Legisla- 
ture, particularly in matters of medical education 


and medical registration in the Commonwealth of 
Massachusetts.” 
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The Committee on Medical Education and Medi- 
cal Diplomas has been in close codperation with the 
various committees which it was directed to contact 
on these matters, with the Board of Registration in 
Medicine, with the deans or assistant deans of the 
various Massachusetts medical schools, and with 
the Editor of the Journal and after several meetings 
decided that the bill to be submitted to this Leg- 
islature should essentially read as follows: 


“Each applicant who shall furnish the 
board with satisfactory proof that he is 
twenty-one or over and of good moral char- 
acter, that he possesses the educational 
qualifications required for graduation from a 
public high school, that he has attended 
courses of instruction for four years of not 
less than thirty-two school weeks in each 
year, or courses which in the opinion of the 
board are equivalent thereto, in one or more 
legally chartered medical schools approved 
by the board, and that he has received the 
degree of doctor of medicine, or its equiva- 
lent, from a legally chartered medical 
school having the power to confer degrees 
in medicine and approved by the board, 
shall upon payment of twenty-five dollars be 
examined, and if found qualified by the board, 
be registered as a qualified physician and 
entitled to a certificate in testimony there- 
of, signed by the chairman and secretary.” 


This bill has been introduced at the State House 
by the Massachusetts Medical Society. If it is 
passed by the Legislature it will give the Board 
of Registration in Medicine the power of approval 
of medical schools, and will do away with undesira- 
ble applicants coming to Massachusetts with a 
diploma, having the right to be examined regard- 
less of their preliminary medical education, and 
often eventually receiving license to practice. We 
believe this bill to be a reasonable and progressive 
one, and that it will help signally the advancement 
and improvement of medical licensure in Massa- 
chusetts. 


This bill will be first heard at the State House 
by the Committee on Education about the Ist of 
March. The Committee on Public Relations hopes 
that at this particular hearing there will be present 
a large representation of the Massachusetts Medi- 
cal Society. If the bill is passed by the Committee 
on Education, a great deal of work must be done 
by every member of the Massachusetts Medical So- 
ciety all through the Commonwealth before it can 
be passed by the Legislature. If there is inertia 
on the part of the Society, the bill will be thrown 
out of the window; on the other hand, if there is. 
active codperation by the Society much power can be 
built up. The success or failure of the bill, there- 
fore, henceforward depends in great measure upon 
bow sincere the Society is in backing the effort that 
was initiated by the Council last October. 


APPENDIX NO. 6 


REPORT OF THE COMMITTEE ON PusBLic RELATIONS 


To the President and Members of the Council of the 
Massachusetts Medical Soctety: 


The Committee on Public Relations begs leave to 
submit the following report of progress. 


On July 11, 1934, the Committee on Public Rela- 
tions met and listened to a paper read by Dr. Wai- 
ter P. Bowers which reviewed some of the outstand- 
ing problems confronting the medical profession of 
the present time. After a full discussion of Dr. 
Bowers’ paper, the Committee voted to study the 
adequacy of medical service in Massachusetts. A 


subcommittee, consisting of Doctors Hunt, Lane, 
Mongan, Tighe and Bagnall, was appointed to form 
plans for making such a study. On July 21, 1934 
The New England Journal of Medicine, at the sug- 
gestion of the Public Relations Committee, urged 
district societies to appoint their Public Relations. 
Committees. 

The Public Relations Committees of the District 
Societies are to act as a liaison committee with the 
State Committee on Public Relations. 


August 20, 1934. At the request of the Adminis- 
trator of the ERA a conference was arranged be- 
tween a representative of the ERA and a subcom- 
mittee from the Public Relations Committee. This 
conference was called for the purpose of consider- 
ing white-collar projects. The conference failed be- 
cause authorities in Washington decided not to 
carry out the conference. 


October 1, 1934. A meeting of the full committee 
was held on this date. The subcommittee on the 
study of the adequacy of medical service in Mass- 
achusetts reported that such a study should be 
made. This report was accepted and the recom- 
mendation adopted. It was voted also to instruct 
the subcommittee to prepare a questionnaire on this 
subject. It was also voted to enlarge the scope of 
the investigation so as to include the study of the 
abuse of medical charities. 


December 17, 1934. President Robey sent to the 
secretaries of the District Societies a letter enclos- 
ing copies of the suggestions to the Public Relations 
Committees of District Societies, which suggestions 
were to be used in carrying on the work of collect- 
ing data through a questionnaire which was mailed 
to the secretaries. There was also sent to each 
member of the Massachusetts Medical Society a 
questionnaire. This questionnaire contains requests 
which every member of the Society should grant. 
When all the questionnaires are returned to the 
Public Relations Committee, sufficient data of a 
valuable nature will have been collected and this 
data will show how well equipped the medical pro- 
fession of Massachusetts is to furnish adequate med- 
ical service under modern conditions. The Com- 
mittee on Public Relations most earnestly urges 
every member of the Society to fill out and return 
this questionnaire. 


January 23, 1935. It was voted to recommend to 
the Council that the Massachusetts Medical Society 
employ trained personnel to study the adequacy of 
medical care in selected areas. It was also voted 
to recommend that the Council appropriate $1,000 
for this purpose. In accordance with the vote of 
the Council at the October meeting of 1934, a sub- 
committee of the Public Relations Committee met 
with the Committee on Medical Education and 
Diplomas for the purpose of discussing an amend- 
ment to the Medical Practice Act, designed to limit 
registration to graduates of medical schools ap- 
— by the State Board of Registration in Medi- 
cine. 

The proposed amendment has been introduced b 
petition of the Massachusetts Medical Geabeae aaa 
is now before the Legislature as House Bill 756. 


Reorganization: Previous to July 1934, th 
of the work of the Public 
done by a subcommittee. This subcommittee had 
conferences with the Commissioner of the State 
Department of Public Health and with the Public 
Health Council of the State. We feel that these 
meetings were influential in bringing about a better 


understanding on the part of the State D * 
ment of Public Health and the Massachusatte Mes. 
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ical Society. It was also agreed that the State De. 
partment of Public Health would not launch forth 
on any new activity which might affect the prac- 
tice of medicine in Massachusetts without con- 
ferring with the Public Relations Cemmittee of the 
Massachusetts Medical Society before such action 
was taken. 

Conferences were held by the subcommittee with 
the Chairman of the Industrial Accident Board. 
Conferences were also held with representatives of 
insurance companies carrying workmen’s compensa- 
tion insurance. We feel that these conferences pro- 
moted goodwill and coéperation on the part of the 
Industrial Accident Board, the insurance carriers 
and the Massachusetts Medical Society. 

But the problems which confront the medical pro- 
fession are varied and intricate. We feel that every 
member of our Committee should have work to do. 
We have, therefore, decided to form five subcom- 
mittees which will care for special problems. 

1. A subcommittee on adequacy of medical care. 

2. A subcommittee on insurance, particularly so- 
cial insurance. 

3. A subcommittee — Public Health Department 
and practitioners relations and public information. 

4. A subcommittee on hospital relations. 

5. A subcommittee on medical education and li- 
censure. 


in carrying out the scheme of the reorganization, 
it was voted to elect from the Committee a Vice 
Chairman, who would assist the Chairman, the 
President of the Society, in the work of the Public 
Relations Committee. Dr. Charles E. Mongan was 
elected as Vice-Chairman. Dr. Bagnall was elected 
Secretary. The Committee voted to contribute its 
support and assistance to Senator Miles on his lien 
bill, Senate 52. 

The Vice-Chairman wishes to call attention to the 
Council of the faithful work of committee men. He 
also wishes to commend the earnestness and devo 
tion to the work on the committee by members who 
searcely miss a meeting, coming one hundred miles 
and over from their own home towns to take part 
in the meetings held in Boston. 


APPENDIX NO. 7 


REPORT OF THE COMMITTEE ON STATE AND NATIONAL 
LEGISLATION 
Minutes of the Meeting of the Committee on State 
and National Legislation, Thursday, 
January 31, 1935, at 4:30 P.M. 

Drs. Robey, Begg, Jones, Marsh and Warren pres- 
ert. 

The various bills of medical interest thus far in- 


The results of hearings on the bills already pre 
sented were discussed. 

The excellent response to the hearing of Dr. 
Miles’ bill, Senate 52, was emphasized. 

Voted to strongly oppose House Bill 1400, provid- 
ing for the establishment and administration of a 
system of health insurance. 

Voted to oppose House Bills 528, 623 and 755 rela- 
tive to regulation of the practice of surgery and op- 
posing vaccination. 

Voted to favor House Bill 60 requiring vaccination 
of children in private schools. 

House 756, relative to the qualifications of appli- 
cants for registration as physicians, was strongly 
supported. 

Voted that the plan of the Norfolk District Medi- 
cal Society be followed, to familiarize Fellows of 
the Society with their Representatives and Senators 
in the General Court and to inform them on im- 
portant bills to be considered. — 

Voted to request the Council to authorize expendi- 
—_ of a sum not to exceed $350 to carry out this 
plan. 

Respectfully submitted, 


SHIELDS WARREN, Secretary. 


APPENDIX NO. 8 


REPORT OF THE COMMITTEE ON POSTGRADUATE 
INSTRUCTION 


February 6, 1935. 
Mr. President and Members of the Council: 


The Committee on Postgraduate Instruction wishes 
to report that the program of the extension courses 
for 1934 and 1935 is well underway. So far one 
hundred and twenty-five sessions have been held. 
Each district is fully organized and one hundred 
and five sessions are yet to be given. 

At the present time the Committee is considering 
plans for improvement of this work for the coming 
year and hopes to have next year’s program ready 
by the time of the Annual Meeting in June. 

Respectfully submitted, 
FRANK R. Oper, Chairman. 
Leroy E. Parkins, Secretary. 


IMPORTANT NOTICE 


By reason of a decision of the Officers of the 
Society, it has been necessary for the Journal 
to make certain changes in the makeup of this 
issue. This explains the late delivery of the 


troduced were presented by Dr. Begg and discussed. 


Journal. 


GEORGE H. BIGELOW, M.D. 


In the passing of Dr. George H. Bigelow, who for 
eight busy years directed the destinies of the pub- 
lic health program in Massachusetts, the public 
health movement has lost a distinguished leader 
whose vision and enthusiasm blazed trails in the 
fields of social betterment, the state has lost a dis- 
tinguished public-spirited citizen who brought hono1 
to his community, and we his former associates in 
the Department of Public Health have lost as true 
and dear a friend as was ever granted. to any man. 

Coming to the post of state health commissioner 
under circumstances that might have frightened a 
man of less vitality and courage, Dr. Bigelow rapid- 
ly assumed a position of unquestioned leadership in 
his chosen work. There is no branch of public health 
to-day upon which he has not left his indelible im- 


print. To those fields of health protection that 


had been developed through years of experience he 
carried a breadth of vision that added new life and 
purpose. Thus he brought to the problems of water 
supply and waste disposal a determination that noth- 
ing should stand in the way of achieving the high- 
est standards of excellence. He was uncompromis- 
ing in his insistence that the public water supply 
should be of unquestioned purity, and intolerant of 
those who, for one reason or another, were willing 
to jeopardize so essential a factor in our present- 
day civilization. Largely as a result of his activi- 
ties, plans were consummated (in 1926) for the 
largest water supply improvement in the history of 
the State—the extension of the Metropolitan sup- 
ply to the Ware and Swift Rivers. 

Equally firm was his insistence upon the highest 
standards of purity for the public food supplies. 
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That shellfish, if obtained from improper sources, 
might be dangerous for human consumption he well 
recognized. That in his successful fight for pro- 
tection of this type of food, he should make many 
enemies he also recognized, and none regretted it 
more than did he. Yet he carried through with 
this work, in the face of seemingly insurmountable 
obstacles, seeing only as his goal the protection 
and safety of the consuming public. 

His crusade for clean and safe milk for Massa- 
chusetts will always be remembered among his 
friends and foes alike. Ever impatient with inter- 
ests that place commercial gain above human wel- 
fare, he was outspoken in his criticism of those sup- 
plies that were unsafe for human consumption. That 
as health commissioner he should have the respon- 
sibility for the conduct of a hospital where were 
treated many children crippled by tuberculosis ob- 
tained through milk, rankled in Dr. Bigelow’s heart 
when he saw on all sides of him so many oppor- 
tunities for further infection of other children. Thus 
he championed the program for the elimination of 
tuberculosis of cattle, even though he realized full 
well at the time that such was a far from popular 
cause. That his stand on this issue provoked hostile 
criticism served but to strengthen his determina- 
tion that human life and its protection far tran- 
scended petty political and commercial interests. In 
this field at least he lived to see his victory with 
the virtual elimination of bovine tuberculosis from 
Massachusetts and already a substantial decline in 
resulting human infections. He also lived to see 
the day when through more extensive pasteuriza- 
tion, which he militantly championed, milk-borne 
disease had all but disappeared from the State. 

In the field of tuberculosis he was always striv- 
ing to bring about a far greater utilization of ex- 
isting knowledge and facilities to the end that cases 
of the disease might be recognized earlier and thus 
afforded the benefit of modern care. He helped to 
organize and for eight years directed the develop- 
ment of the Chadwick Clinics so that there has 
evolved to-day a sound and well-developed program 
for the detection of childhood tuberculosis, a pro- 
gram that reaches out into all corners of the state, 
and available to all persons regardless of their sta- 
tion in life. In other fields of disease prevention, in 
the control of typhoid fever, the elimination of diph- 
theria through the furtherance of immunization, Dr. 
Bigelow gave unsparingly of his time and energy. 

It was not solely, however, in his brilliant excur- 
sions along the accepted paths of public health en- 
deavor that Dr. Bigelow achieved his many triumphs, 
but also in the blazing of trails in still uncharted 
fields of disease prevention and health promotion. 
When he assumed the post as health commissioner 
he found himself faced with a new type of public 
endeavor, a program of cancer control. There were 
no precedents to be followed, no one had explored 
the pitfalls to be avoided, none knew how best to 
chart the course in this new field. Under his guid- 
ance, and molded by his brilliance and breadth of 
vision there evolved a program that has been studied 
by visitors from all parts of the world, the first state 
public health program for cancer control. That this 
program should be still in its early infancy is in- 
evitable from the nature of the problem and yet in 
the few years of his guidance there was established 
a firm foundation on which may be built the struc- 
ture that will evolve in future years. 

It was this challenge of cancer that focused his 
interests on the tremendous economic and sociologi- 
cal problems presented by other chronic diseases. 
He was tronbled at the thought that with the rap- 
idly expanding scientific knowledge of care and pre- 
vention of disease, there should be such a lag in the 
application of this knowledge to human needs. A 


firm disbeliever in state medicine he envisioned, 
however, a far broader program through which the 
hospitals, the medical centers and the official gov- 
ernmental agencies might codperate in rendering 
through the family physician many essential diag- 
nostic and therapeutic aids that to-day because of 
cost or inaccessibility are denied to many who are 
most in need thereof. As to so many others who 
have pioneered in the field of social betterment, it 
was not granted to him to see the accomplishment 
of his dreams. That many of them will one day be 
achieved for the permanent betterment of human 
life will in the future serve as monuments to the 
genius of the mind that dreamed such visions. 

The prominence that Dr. Bigelow’s achievement in 
Massachusetts brought unto him served but to ada 
to his shoulders the burden of many public health 
activities outside of the State. His interest in can- 
cer found wider expression through the medium of 
the American Society for the Control of Cancer to 
which, in his capacity as president, he gave un- 
sparingly of his time. The White House Confer- 
ence in 1930 found him laboring with committee re- 
ports. To the Committee on the Costs of Medical 
Care he gave unstintingly of his energy, ever seek- 
ing toward that distant goal of providing modern 
scientific medical care for those to whom it is to- 
day so often denied. When in 1933 Dr. Bigelow 
relinquished his post as state health commissioner 
to assume the duties as director of the Massachu- 
setts General Hospital, he saw before him only the 
challenge of a broader field of usefulness through 
the development of a hospital into a true medical 
and health center for the community. 

It would serve no special purpose to enumerate 
further the vast number of fields of endeavor upon 
which Dr. Bigelow left his imprint. To attempt to 
do so would be akin to calling the roll of public 
health work, for there was no factor no matter 
how large or how small that could affect the health 
of the people that escaped his attention. Long after 
his ideals shall have been achieved, and the in- 
fluences that he sought to combat shall have van- 
ished into oblivion, his constructive work will live 
as a tribute to his public devotion. 

Far transcending the material accomplishments of 
his too short life, there will be left upon his asso- 
ciates the influence of Dr. Bigelow’s personality. 
Those of us whose privilege it was to be intimately 
associated with him, to work shoulder to shoulder 
with him, to share with him in his plans, his dreams 
and his visions, knew him in a way that was not 
granted to those whose contacts were more casual. 
We knew him as a friend whose pleasure it was to 
help others. No man could ever have had a truer 
friend than did those of us privileged to work with 
him. As a leader, he inspired those around him 
through the example that he himself set by the 
brilliance of his mind and his unselfish sacrifice to 
his work. He constantly denied himself the personal 
pleasures and relaxation that might have meant 
so. much to him, simply because he found on all 
sides of him problems that demanded of his time. 
No problem was ever too small or too large to merit 
his attention, no request too insignificant. In his 
devotion to his work he gave of his seemingly bound- 
less energy, never complaining of his tasks but 
ever impatient when confronted with opposition 
based on selfish interests and insincerity. 

The Department of Public Health takes this occa- 
sion to salute the memory of George Bigelow, an 
inspiring leader in the field of public health, a friend 
whose memory will ever be cherished in the treas- 
ure-house of remembrance, a public servant who at 
the sacrifice of himself strove ever upward toward 
the goal of the betterment and enrichment of hu- 


man life. The world is far better and richer that 
he has lived therein. 


3 


i- 
a 
n 
y 
i- 
Ss 
i- 
Ss 
3 
3 
3 
4 
4 
) 


630 CABOT CASE RECORDS 


N. E. J. OF M. 
APR. 4, 1935 


CASE RECORDS 
of the 


MASSACHUSETTS GENERAL 
HOSPITAL 


ANTE MORTEM AND POST MORTEM BECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep By Ricnarp C. Casot, M.D. 


CASE 21141 


PRESENTATION OF CASE 


First Admission. A twenty-four year old 
American druggist entered complaining of a run- 
down condition and fever. 

Because of a heart lesion discovered in a rou- 
tine examination at high school seven years be- 
fore entry he was told not to overexert himself. 
He eliminated strenuous sports from his routine 
because he became very tired. Otherwise he had 
no symptoms and felt very well until two months 
before entry. At that time he was preparing 
for his marriage, which took place about six 
weeks before entry, and apparently overexerted 
himself. During the month before admission he 
lost weight and lost his usual energy and 
strength but had no specific pain or complaint. 
He returned to work, however, but soon noticed 
shortness of breath. A physician examined him 
and told him that he had fever and should be 
in bed. 


His family and marital histories are non- 
contributory. 

There was no history of rheumatic fever or 
any serious illness. 

Physical examination showed a rather thin, 
fairly well-developed, sick looking man propped 
up in bed. The skin and mucous membranes 
were pale. The sclerae were slightly yellowish. 
The heart was enlarged to the left, the apex be- 
ing in the fifth interspace 10.5 centimeters to 
the left of the midsternal line. The sounds were 
loud and of good quality. There was a systolic 
thrill over the apex but none over the base. The 
rhythm was regular except for an occasional 
premature beat. A loud systolic and a blowing 
diastolic murmur were heard at the base, and a 
loud, harsh systolic and an early diastolic were 
heard at the apex. The diastolic murmur at the 
base was transmitted to the left of the sternum 
and was most intense just above the mitral area. 
There was no distention of the neck veins 
although there was a vigorous systolic pulsation 
in the neck. The blood pressure was 166/30. 
There were no petechiae. The lungs were nega- 
tive except for a few crackling rales at the right 
base, and there was a sense of resistance in the 
right upper quadrant. The liver edge was not 
felt. The spleen was not felt but was believed 
to be enlarged by percussion. 


The temperature was 101°, the pulse 100. The 
respirations were 23. 

Examination of the urine showed a specific 
gravity of 1.018 to 1.022 and a slight trace of al- 
bumin. The sediment contained 3 to 4 white 
blood cells, 5 to 6 red blood cells and a rare 
cellular cast. The red blood cell count was 
3,860,000, with a hemoglobin of 60 per cent. 
The white cell count was 11,000, 83 per cent 
polymorphonuclears. The stools were negative. 
Three blood cultures showed streptococcus viri- 
dans. 

He was discharged one week after admission. 

Second Admission, three weeks later. 

During the interval he regained some strength 
and felt slightly more comfortable. 

Physical examination was similar to that of 
his previous entry. No petechiae were seen. The 
spleen was not felt. The blood pressure was 
140/50. 

The temperature was 103.2°, the pulse 125. 
The respirations were 25. - 

Examination of the urine gave a specific grav- 
ity of 1.002 to 1.016 and a slight trace of al- 
bumin. The sediment contained 15 to 25 white 
blood cells and 25 to 200 red blood cells and 
also a few hyaline, granular and cellular casts. 
The blood showed a red cell count of 4,090,000, 
with a hemoglobin of 70 per cent. The white 
cell count ranged from 10,000 to 40,000, with 
about 80 per cent polymorphonuclears. A blood 
culture showed streptococcus viridans. 

He ran a very septic chart, the temperature 
ranged between 104° and 101°. He developed 
some edema of the sacrum and legs. About one 
month after entry a tender, slightly reddened 
spot, about two centimeters in diameter, ap- 
peared on the surface of the right heel. He 
failed very rapidly and died during the fifth 
week. 


DIFFERENTIAL DIAGNOSIS 


Dr. T. D. Jones: I think it is rather evident 
from even a cursory examination of this record 
that one must consider bacterial endocarditis pri- 
marily and that it rather thrusts itself upon 
you. However the evident nature of the story 
makes one a little skeptical as to whether or 
not that is the whole story. Certainly this pa- 
tient had some heart lesion seven years prior to 
his first difficulties. He had no rheumatic his- 
tory, but from his story we know that he had 
perfectly definite evidence of valvular heart dis- 
ease. The absence of any definite early history 
of a congenital lesion and the finding of lesions 
that are perfectly consistent with the rheumatic 
type of heart disease, make one think that he 
had rheumatic heart disease despite the absence 
of rheumatic history. I think that when one 
reaches the age of twenty or thirty years with- 
out serious illnesses in childhood or adolescence 
of the rheumatic type it is extremely common 
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for the individual to forget minor illnesses or 
complaints which might have resulted in the de- 
velopment of heart disease of the rheumatic type. 
We must consider that he did have the rheu- 
matic type of heart disease and had had it for 
some years. 

Luetic heart disease is very unlikely in view 
of his age, especially since evidence of heart 
trouble was noted at the age of seventeen; nor 
does his family history suggest this. 

On physical examination he was evidently an 
ill man with a low grade temperature and a mod- 
erately severe secondary anemia. The spleen 
was not palpable, but someone thought he could 
pereuss it. Personally I have considerable doubt 
that they were able to do that. Evidently there 
was no clubbing of the fingers and no petechiae, 
but he did have a temperature. He had obvious 
valvular disease, predominantly aortic in type, 
with aortic regurgitation and peripheral evi- 
dence of increase in pulse pressure. Normal 
rhythm with symptoms referable to the heart in 
the adult rheumatie is a little unusual for 
straight rheumatic fever. In fact rheumatic fe- 
ver of more than two months’ duration with- 
out more typical evidence of rheumatic infec- 
tion would be a little unusual. In addition to 
that his white count was not very high. In a 
sick rheumatic, one usually has a higher white 
count than 11,000. The three positive blood cul- 
tures, of course, point very definitely toward the 
insidious development of subacute bacterial en- 
docarditis, though he had not developed as yet 
the full picture with a palpable spleen, club- 
bing of the fingers, embolic phenomena or pe- 
techiae. He did have red cells in the urine, 
which is of course common in subacute bacterial 
endocarditis; not necessarily due to infarcts but 
due to easily disrupted blood vessels, which, of 
course, is a common part of the bacterial en- 
docarditis picture. I have no doubt that at the 
time he was discharged the clinical diagnosis 
was subacute bacterial endocarditis with the ex- 
pectation that he would probably run a course 
of some months. I think that his four months 
story, two months up to the time of his first 
admission—his admission lasted only a week— 
and two months subsequently, up to death, show 
that there must have been some other factor 
in the last two months. In fact in the three 
weeks at home he had improved slightly. 


At the time of the second admission he was 
running a very much more definite temperature. 
He was a sicker man. He had much more evi- 
dence of renal change and he may have shown 
at autopsy some of the findings which Libman 
and Baehr have described in bacterial endocar- 
ditis. The total duration is short for subacute 
bacterial endocarditis. He did at the end have 
definite embolic phenomena in the area described 
in the heel. He did not have a palpable spleen 
at that time or clubbing of the fingers. He con- 


tinued to have anemia. There was a rather sud- 
den change in the clinical picture between his 
two admissions. The blood count at the end 
was very high. He was an extremely toxic in- 
dividual without typical heart failure, but with 
some evidence that the heart was failing. I be- 
lieve that there must have been some additional 
factor to the ordinary subacute bacterial endo- 
carditis and since a common one, pneumonia, 
was not mentioned I think it likely that this man 
had engrafted on his previous subacute bacterial 
lesion, a terminal infection which probably made 
him run a terminal course comparable to the 
acute bacterial endocarditis group. It is fairly 
common in subacute bacterial endocarditis to 
find in addition to the granular masses of bac- 
teria that fringe the valve surface, organisms of 
a different type at the periphery of the throm- 
botic material. I suppose the commonest organ- 
ism found is the pneumococeus and one some- 
times sees them in the blood vessels and in the 
valve tissues, showing that there was a rather 
definite additional bacterial process. I should 
think that the diagnosis here was subacute bac- 
terial endocarditis engrafted on previous rheu- 
matic disease involving especially the aortic 
valve, and at the end it is possible that the 
process was speeded up by a terminal infection 
which may have been more in the nature of an 
acute terminal bacterial endocarditis. 


CLinicaL Discussion 


Dr. ArRLIE V. Bock: There were several in- 
teresting features about the patient. The diag- 
nosis of subacute bacterial endocarditis was 
made on the first examination. It is very inter- 
esting to me that three successive blood cultures 
showed positive cultures in all flasks. This was 
rather unusual considering the difficulty we so 
often have in getting positive cultures in sub- 
acute bacterial cases. We advised against any 
attempt. at therapy except general supportive 
measures. We thought transfusions would ac- 
ecomplish nothing but, possibly, grief and pro- 
longation of the course, but nothing more. The 
patient was taken to New York where Dr. Lib- 
man was consulted and what interested me was 
that he advised transfusion, which was done, 
and probably did help to support him a little. 
After his return he developed a phenomenon 
unfamiliar to me in subacute bacterial endocar- 
ditis. He had at least three attacks of paroxysmal 
tachycardia, the only evidence of abnormal 
rhythm except for premature beats. 

In the last two weeks he had every evidence of 
congestive failure, which does occur in subacute 
bacterial endocarditis but most of these cases 
go to their death without that picture. He was 
so ill the last week or so that we paid very little 
attention to what was going on in the chest. 

Dr. Pau D. Waite: I have little to add ex- 
cept to emphasize two or three points of impor- 


tance. I would question more than Dr. Jones 
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did the duration of the illness before the p 
tient entered the hospital. Although it is im 
possible to tell how long he had been sick, it is 
almost certain that his illness dated back more 
than two months. I do not think it is necessary, 
therefore, to presuppose a secondary complica- 
tion of acute bacterial endocarditis in addition 
to the eardiae involvement that goes with sub- 
acute bacterial endocarditis. In other words, 
he quite likely died a toxic death from the in- 
fection itself which may have been going on at 
least six months rather than four. It is also a 
common story that at one time he regained some 
strength and felt more comfortable. Dr. Bock 
has suggested that the transfusion may have 
had something to do with that, but it is true in 
a good many other instances that for a few days 
or weeks at a time, without particular therapy, 
the temperature will drop or the patient feel 
a good deal better with or without a drop in 
temperature ; a good deal of hope is raised among 
members of the family but not among the physi- 
cians during this interval. As time went on in 
this case there was more evidence of renal in- 
volvement, probably a definite nephritis, in ad- 
dition to simple bleeding, which comes either 
from hemorrhagic tendency in these cases or 
from renal infarction. It is also of interest 
that this patient showed aortic regurgitation 
and probably mitral deformity without any 
marked stenosis of either valve so far as physi- 
eal examination showed. Such valvular in- 
volvement is typically found in subacute bac- 
terial endocarditis. 

Finally, it is unusual for a patient with sub- 
acute bacterial endocarditis to show all the so- 
called classical signs, and in this case we have 
several of the clinical signs lacking, such as club- 
bing of the fingers. His paroxysmal tachycardia, 
which was found on November 15 by electrocar- 
diogram, showed a rate of 200+, apparently 
originating in the auricles; that particular com- 
plication of subacute bacterial endocarditis is 
infrequent, at least in my experience. 


CLINICAL DIAGNOSES 


Rheumatic heart disease. 

Mitral stenosis and regurgitation 
Aortic regurgitation, ? stenosis. 
Subacute bacterial endocarditis. 


Dr. T. Duckett DIAGNOSES 


Subacute bacterial endocarditis of the aortic 
valve. 

? Superimposed acute endocarditis. 

Rheumatic heart disease, healed aortic and 
mitral valves. 


ANATOMIC DIAGNOSES 


Subacute bacterial endocarditis (streptococe- 
cus viridans) of the mitral and aortic 


Hypertrophy and dilatation of the heart. 
Hydropericardium. 

Infarets of the spleen, kidneys and heart. 
Pulmonary atelectasis. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Matuory: The autopsy on this 
man showed a typical subacute bacterial endo- 
carditis with vegetations present on the aortic 
valve, mitral valve and the left auricular wall. 
Besides the acute friable vegetations of the bac- 
terial endocarditis it was possible, as is usual in 
these cases, to find some evidence of more chronic 
valvular deformity; in this case only on the 
mitral, where the chordae tendineae were mark- 
edly shortened and thickened and the valve 
margins showed some old fibrous thickening, 
which, I think, ean be separated with reasonable 
certainty from the terminal acute process. An 
additional finding which is not rare but -is 
rather unusual was a small infarct of the heart, 
almost undoubtedly the result of an embolus 
from one of the vegetations passing down the 
coronary artery. This was located in the inter- 
ventricular septum close to the base and might 
well be expected to produce a cardiac arrhvth- 
mia but I should not think a paroxysmal tachy- 
cardia. 

Dr. Wuite: How old was that? 

Dr. Mauiuory: A number of days old at least. 
It was not purely a terminal affair. The other 
findings of interest in the body were some well- 
marked infarcts of the spleen, at the upper pole, 
which had produced marked adhesions to the 
diaphragm. I think it is a little surprising that 
there is no episode in the history to correlate 
with this. The kidneys were normal in size but 
when the capsules were stripped the surfaces 
were covered with bright red petechial hemor- 
rhages, the so-called ‘‘flea bitten kidney’’ that 
is rather typical of a bacterial endocarditis. 
There also were a couple of gross infarcts, as is 
usual. Microscopically the glomeruli showed 
marked involvement at least part of which is 
recognizable as an embolic process, although 
there are also glomerular changes which do not 
particularly suggest embolism. Further dis- 
eussion of the significance of the kidney find- 
ings can best be postponed until the second 
ease has been taken up. 


CASE 21142 
PRESENTATION OF CASE 


First Admission. <A fifty year old American 
elevator operator entered complaining of sharp 
pains in his left chest. 

While at work on the day before entry he 
suddenly developed a chill followed by fever 
and severe pain in his left chest. The pain was 
more severe upon breathing, and that evening 
it was so severe that it kept him awake. It was 


valves, the left auricular and left ven- 
tricular endocardium. 


associated with a non-productive cough. He had 
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lost thirteen pounds during the past three 
months. 

The family history is non-contributory. 

He had been seen two years before in the 
Out-Patient Department because of attacks of 
rheumatism which had started with soreness 
and stiffness in the left hip joint, followed by 
stiffness in the left knee, ankle and right wrist, 
lasting two weeks. However, all of these symp- 
toms had cleared up before he visited the Out- 
Patient Department. A systolic murmur was 
heard at the apex. A Hinton test was nega- 
tive. There was no history of venereal infec- 
tion. Fourteen years before entry he had an 
attack of rheumatism, similar to ‘the one de- 
scribed above, which lasted for a week. 


Physical examination showed a well-developed 
and nourished man lying in bed in slight res- 
piratory distress. There was a suggestion of 
slight clubbing of the fingernails. The left 
lower lobe of the lung was dull with dimin- 
ished breath and voice sounds and a few rales. 
A friction rub was heard in the left axilla. The 
heart was slightly enlarged to the left. The 
sounds were regular. A, was slapping. A rough 
systolic and a soft middiastolic murmur were 
heard at the apex. There were no thrills. Pe 
was accentuated. The blood pressure was 
120/60. 


The temperature was 103.5°, the pulse 100. 
The respirations were 25. 

Examination of the urine showed a specific 
gravity of 1.012 to 1.024 with a very slight trace 
of albumin. The sediment showed a few cellu- 
lar and hyaline casts. The blood showed a red 
cell count of 4,190,000, with a hemoglobin of 
65 per cent. The white cell count was 18,100, 
57 per cent polymorphonuclears. The sputum 
showed pneumococci, not types I, II or III. Re- 
peated Hinton tests were positive; a Wasser- 
mann test was negative. 

X-ray examination of the chest showed a 
slightly elevated left diaphragm and a rounded 
shadow of density in the left midaxillary line. 


His temperature went down gradually by 
lysis and he was discharged two weeks after ad- 
mission. 

Second Admission, nine months later. 

Because of the positive serology he was fol- 
lowed in the Out-Patient Department, where a 
lumbar puncture was done about one month 
after discharge. The dynamics were normal. 
Six lymphocytes were found. The gold sol was 
1112221000. The Wassermann test was neg- 
ative. 

He felt perfectly well until four months be- 
fore this entry when he noticed swelling of 
his ankles toward the end of the day. Two 
months before entry he also noticed red areas 
over both ankles and legs, not associated with 
irritation or itching and which disappeared at 
times. He had no dyspnea. During this period 


he worked steadily as an elevator operator from 
7:00 a. m. to 3:00 p. m. 


On the day before admission while walking 
home from work he experienced sudden twinges 
of pain in the right chest around the nipple. 
The pain was at first slight but rapidly in- 
creased in severity until he was scarcely able 
to breathe. The pain soon radiated to the 
right shoulder. During that night he sweat a 
great deal, was markedly orthopneic and was 
forced to sit in a chair. He had no cough or 
sputum. He entered the Emergency Ward the 
following morning complaining of chest pain 
and dyspnea. 

Physical examination showed a well-developed 
and well-nourished man, very dyspneic, mod- 
erately cyanotic and complaining of lower right 
chest pain. Over both legs there were many 
pinpoint and slightly larger hemorrhagic areas 
which did not fade upon pressure. The ankles 
and lower legs were edematous. The right pupil 
was irregular; both pupils reacted to light. 
There were no pulsations in the neck. Just be- 
low the right scapula posteriorly there was an 
area of dullness with absent breath sounds and 
tactile fremitus. Just above this area there 
were fine rales and increased spoken voice. The 
heart was enlarged, the left border of dullness 
being 11 centimeters from the midsternal line. 
The rhythm was regular except for an occa- 
sional extrasystole. There was a presystolic api- 
eal rumble and a soft systolic murmur with a 
loud sharp first sound. No murmurs were heard 
at the base. Pe. was accentuated. The blood 
pressure was 145/80. There was slight tender- 
ness in the right upper quadrant. 


DIFFERENTIAL DIAGNOSIS 


Dr. Paut D. WuitTe: The history on the 
first admission is evidently that of an acute 
pleurisy. 

‘*He had lost thirteen pounds during the past 
three months.’’ That is thrown into the history 
of the acute illness but is probably of much 
more significance than is indicated by the brief 
space given it. It indicates that he had been 
sick much longer than this acute illness of the 
pleurisy would make one believe. One does not 
lose thirteen pounds without some cause and that 
eause except for dieting is illness. 

‘‘Fourteen years before entry he had an at- 
tack of rheumatism, which lasted for a week.’’ 
In other words we have a history of arthritis 
at the age of thirty-six; it recurred at the age 
of forty-eight. With the second attack there was 
a mitral or apical systolic murmur which should 
make us suspicious of the possibility of rheu- 
matic valvular disease in view of the rheumatic 
history. 

‘‘There was a suggestion of slight clubbing of 
the fingernails.’’? That should be underlined in 
this history, as it develops later. 

‘‘The left lower lobe of the lung was dull, 
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with diminished breathing and voice sounds 
and a few rales.’’ There is some lesion in the 
lower lobe of the left lung which may or may 
not be an infarct. 

‘*A rough systolic murmur and a soft mid- 
diastolic murmur were heard at the apex.”’ 
Again there is the suggestion of mitral valve 
disease but it is to be remembered that dilata- 
tion of the heart may give rise to apical mur- 
murs. 

‘*The temperature chart could be explained on 
the basis of an acute respiratory infection or 
of other infectious illness. 

‘*Repeated Hinton tests were positive; a Was- 
sermann test was negative.’’ Previously, in his 
visit to the Out-Patient Department his Hinton 
reaction had been negative. 

At the time of this admission he was show- 
ing slight anemia, hemoglobin 65 per cent and 
a rather low red count, not to be attributed to 
the acute illness. The leucocytosis can be at- 
tributed to the acute illness. He has the urinary 
findings that are consistent with an acute febrile 
illness. 

The x-ray examination of the thorax is con- 
sistent with the history and physical findings. 

The lumbar puncture shows no evidence of 
central nervous system lues. 

The story then goes on to the recurrence or 
appearance of a new symptom four months be- 
fore he entered the hospital the second time and 
five months after he left the first time. We do 
not know how well he was in that first stretch 
of five months, but he was working and not ap- 
parently seriously ill. 


‘‘He had no dyspnea.’’ However, the edema 
of the ankles and lungs certainly indicates con- 
gestive failure even though there is no state- 
ment of the presence of dyspnea. Then he ap- 
parently had a repetition of the acute pulmo- 
nary involvement of nine months before but on 
the other side, the right instead of the left. 

‘There were no pulsations in the neck.’’ We 
would be interested to know whether the veins 
were prominent. Sometimes they are promi- 
nent without much pulsation. 

‘“‘The heart was enlarged, the left border of 
dullness being 11 centimeters from the mid- 
sternal line.’’ We have no measurements be- 
fore, so that we do not know how much larger 
the heart is now than two years previously. He 
has a big heart, then, with mitral murmurs and 
some congestive failure, probably involving the 
liver as well as the lower extremities. 

His urinary findings are not wholly incon- 
sistent with fever and congestive failure but 
seem to be somewhat more exaggerated than we 
would expect with such a slight amount of con- 
gestive failure and febrile reaction. 

The anemia is increased in degree. 


‘‘The heart was triangular in shape with a 
straight left border and some prominence in the 


region of the pulmonary conus.’’ I judge that 
this is the so-called mitral shape. 


X-RAY INTERPRETATION 


Dr. AusreEy 0. Hampton: The first film on 
the first admission shows this area of consolida- 
tion in the left lung and a large heart which 
is at that time fairly triangular in shape. This 
is an inspiration film and the diaphragm is down 
but if it were where it usually is at quiet breath- 
ing it would look more triangular. The aortic 
shadow is rather long for a typical rheumatic 
heart with only one valve lesion. fp 

The next examination is with a portable ap- 
paratus and shows the dullness described at the 
base, probably fluid and consolidation. This is 
probably consolidation, and this fluid. There 
again the left border of the heart is straight 
and the pulmonary conus prominent. 


DIFFERENTIAL DIAGNOSIS CONTINUED 


Dr. Waite: At this time I would think cer- 
tainly that the dependent edema is the result of 
congestive failure and correspondingly that we 
cannot ascribe all the dyspnea to the acute proc- 
ess in the lungs. 

It would seem that the improvement that 
ensued might have been due in part to the sub- 
sidence of the pulmonary lesion, but the large 
amount of digitalis given suggests that that 
might also have had some influence. The ordi- 
nary dose of four and a half grains a day was 
extended to six grains a day for two weeks. This 
is a large amount. I do not know whether in 
this history we are dealing with a somewhat 
weak preparation—we have had such experience 
—or whether the patient was unusually resist- 
ant to digitalis or did not absorb it very well. 
We cannot tell from this record. 

‘‘The legs from the groin down were covered 
with numerous petechiae and there was consid- 
erable redness of the intervening skin.’’ He 
seems to have been an unusually ‘‘ good soldier’’ 
to have kept on working all this time in spite 
of evident illness. 

We would like a more complete description 
of that diastolic murmur. We may assume 
that the heart showed much the same findings as 
before, systolic and diastolic murmurs at the 
apex of mitral origin. Now and then we hear 
aortic valve murmurs at the apex but of course 
in such cases the aortic diastolic murmur should 
be heard also at the base or along the left ster- 
nal border and louder there than at the apex. 

. The spleen was just palpable.’’ That 
is the first mention of the spleen. There is some 
splenomegaly then in addition to the enlarge- 
ment of the liver, but not necessarily to be 
ascribed to the same cause. 

‘‘The fingers were slightly clubbed.’’ Again 
a mention of clubbing of the fingers. This is 
doubtless important. 

‘‘The temperature was 98°.’? He had no 
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fever this time, at the time of this one record. 
i would like to know whether it was an afebrile 
course during the next few days. 


There is evidence of renal insufficiency and 
a suggestion that uremia has begun. 


The convulsion raises the question of cerebral 
infarction, although uremia may produce these 
same symptoms. 


Conclusions: In the first place it appears to 
me that we have as a foundation rheumatic 
heart disease with mitral involvement. Other 
causes of cardiac enlargement and murmurs are 
much less likely in view of the development of 
this case and of the man’s history, We know 
that this type of heart is a frequent site for 
subacute bacterial endocarditis. We have at 
the end of the history nephritis and a terminal 
uremia complicating congestive heart failure, 
with a further complication of pulmonary in- 
farection, whether embolic or thrombotic we can- 
not say. These diagnoses would best fit this 
history. 

In the differential diagnosis a subacute rheu- 
matic infection is to be considered but there has 
been very little arthritis and the high degree 
of renal involvement is evidence against such a 
diagnosis. Pulmonary infarction with dilated 
heart secondary to that seems unlikely. The 
pulmonary lesions are only incidental. The 
question of syphilis is raised-by the positive Hin- 
ton reaction. That is the only evidence we have 
for such a diagnosis. We do know that syph- 
ilitie aortitis may be present complicated by 
other conditions, even subacute bacterial endo- 
carditis; but I do not think we have enough 
evidence to make a diagnosis of cardiovascular 
syphilis in this ease. It would be much harder 
to rule out syphilis if there were aortic regurgi- 
tation but we have no clear evidence of aortic 
valve lesions, so we may consider either that 
syphilis is coincidental or that we have mis- 
leading Hinton reactions, which we all know 
may be present in subacute bacterial endo- 
carditis. The question is whether there was 
a terminal meningitis; we have no proof of 
that. Uremia probably accounts for the final 


story. 


CLINICAL Discussion 


Dr. GERALD BLAKE: I saw this patient in the 
beginning of his second admission when he was 
the picture of congestive failure with a good 
deal of distress in breathing. In addition to 
the congestive failure he was running a tem- 
perature at that time that subsided in three or 
four days. He had some evidence of fluid in 
the right lower chest and his pain was excessive 
for congestive failure alone, so that at first we 
considered the possibility of coronary throm- 
bosis. The possibility of subacute bacterial en- 
docarditis did not occur to us at that time. We 
believed he had congestive failure, a rheumatic 


heart with involvement of the mitral valve, and 
that he probably had some infectious process in 
the lung to account for the degree of pain he 
was having. He also had an extremely tender 
liver. I believe he had in addition at that time 
a considerable degree of glomerulonephritis. 

Dr. New L. Crone: I saw this man at his 
first entry and admitted him through the emer- 
gency ward. At that time with a story of chills, 
sudden pain in the chest, fever and signs at the 
left base including a friction rub, I admitted 
him with the diagnosis of pneumonia and he 
was treated and discharged as such from the 
service. He produced no sputum at first and, 
as I remember, his sputum was never ‘‘ prune 
juice’’ or bloody at all though when it was ob- 
tained it contained large numbers of pneumo- 
cocci. There were two things that discouraged 
us a bit, the presence of clubbing of the fin- 
gers and the course of the disease. The next 
time I saw him was on his third admission, at 
which time his fingers seemed to me to be much 
more clubbed than at the first admission. There 
had been a striking change in his fingers. 

Dr. Tracy B. Matuory: I would like to ask 
Dr. White if the appearance of terminal uremia 
in a case of bacterial endocarditis strikes him as 
being unusual? 

Dr. WuitE: Yes. I have brought over the 
original classical papers of Baehr* and Libman? 
on the subject of subacute bacterial endocarditis 
where the renal picture is in the foreground. In 


our experience the patients die most commonly - 


in the active stage of subacute bacterial endo- 
carditis; very few go over a period of more than 
a year. Hence this is a rare case. 


CLINICAL DIAGNOSES 


Rheumatic heart disease. 

Mitral stenosis and regurgitation. 
Congestive failure. 

Symptomatic purpura. 

Subacute bacterial endocarditis. 


Dr. D. Wuiter’s DIAGNOSES 


Rheumatic heart disease with mitral valve 
deformity; ? aortic valve disease. 

Subacute bacterial endocarditis, afebrile, 
non-bacterial stage. 

Glomerulonephritis with uremia. 

Pulmonary infarctions with pleurisy, sub- 
sided. 


ANATOMIC DIAGNOSES 


Subacute bacterial endocarditis, mitral and 
aortic. 

Rheumatic heart disease. 

Endocarditis, chronic rheumatic with mitral 
stenosis. 

Subacute diffuse glomerulonephritis. 

Infarcts of kidney and spleen. 

Thrombosis of splenic artery. 
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RECORDS 


PatHo.iocic Discussion 


Dr. Matuory : The autopsy in this case showed 
extensive bacterial endocarditis, with almost the 
exact distribution of the previous case. Both 
mitral and aortic valves were involved; in this 
ease the mitral more than the aortic. There 
were also vegetations on the auricular wall, and 
a very tiny infarct in the heart in nearly the 
same spot as in the previous case. A fairly old 
infarct was found in the spleen; but in addition 
there was a fresh completely occluding throm- 
bosis of the splenic artery. Had he lived long- 
er there would have been a total infarction of 
the spleen. He also had two infarcts in the 
central nervous system in the region of the in- 
ternal capsule, one on the left and one on the 
right. It may add a little zest to the story 
to confess that he was an elevator operator in 
the hospital and we have all been riding up 
and down with this man who was shooting 
emboli to his central nervous system. 

The kidneys were very large, weighing 400 
grams, and presented the typical appearance 
of subacute glomerulonephritis, not the usual 
embolic type of nephritis seen in subacute bac- 
terial endocarditis. This statement perhaps 
should be qualified. It is true that certain glom- 
eruli show localized hyaline necrosis of one or 
more loops of the tuft, the lesion which Baehr 
describes, but the remaining glomeruli or por- 
tions of glomeruli are not negative as they should, 
be in embolic nephritis. They show every de- 
gree of intracapillary endothelial proliferation, 
of thickening of the capillary walls and of fibro- 
sis up to the point of complete sclerosis. Many 
tubules have atrophied and the remaining ones 
show dilatation and slight papillary hyper- 
plasia—the most reliable anatomic evidence of 


Dr. Castleman has been looking over our 
cases of acute and subacute bacterial endo- 
carditis and we have had to go back from this 
autopsy, which is in the seventy-five hundreds, to 
a case which Dr. Bock remembers, number 4500, 
in order to find another case of bacterial endo- 
carditis which developed uremia; in other words, 
only two cases in three thousand autopsies. We 
have not made a complete search of the older 
eases but we found another case with autopsy 
number 40. It is extremely uncommon. Lib- 
man, I believe, has made the statement that he 
has never seen uremia, in approximately 800 
eases of bacterial endocarditis, which could 
be ascribed to so-called embolic nephritis which 
Baehr described. As Dr. White has already 
pointed out, however, diffuse glomerular nephri- 
tis may be seen in subacute bacterial endocardi- 
tis and as Libman and Baehr have shown is 
characteristic of the late ‘‘bacteria free’’ stage. 
There is a recent paper of considerable interest 
by Bell® reviewing the changes in the kidneys 
in various kinds of acute endocarditis. He finds, 
as we do, that 90 per cent of cases of bacterial 
endocarditis do show changes in the glomeruli; 
but he is unable to classify more than half of 
them as of the embolic type, whereas he finds 
evidence of diffuse glomerulonephritis in near- 
ly all of his cases. It must be remembered, 
however, that he is hunting very hard with 
special stains for very minute lesions, and their 
interpretation is rather an academic issue. Like 
all other observers he finds clinical renal in- 
sufficiency very uncommon. 
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“CELIBACY OF THE INTELLECT’”’ 


Tus striking phrase occurs in Professor 
Whitehead’s discussion of the Requisites for 
Social Progress': ‘‘Thus, in the modern world, 
the celibacy of the mediaeval learned class has 
been replaced by a celibacy of the intellect 
which is divorced from the conerete contempla- 
tion of the complete facts.’’ 

Such replacement constitutes not only a real 
but a very grave danger in the development of 
professionalism as it has taken place in the 
nineteenth century and continues in our con- 
temporary world. ‘‘The leading intellects lack 
balance. They see this set of circumstances, or 
that set; but not both sets together. The task 
of coordination is left to those who lack either 
the force or the character to succeed in some 
definite career.’’ It is a grave charge. Is it 
true of medicine? 

There are involved difficult and delicate ques- 
tions, much more easily asked than answered, 
because such generalizations may be true and 
yet in some individual cases be found not to 
apply. But what are the ‘‘tasks of codrdina- 
tion’’ before the medical profession ? 


“| without abstraction. 


There is, first, the codrdination of other fields 
of knowledge with medicine; but also there are 
the tasks of administration which arise when- 
ever organization takes place. They may be lim- 
ited within a group, or have to do with the re- 
lations of one group to another similar group, 
or to a dissimilar group, or to society in more 
general and comprehensive organization. It is 
well known that physicians are difficult to organ- 
ize effectively, or to keep organized, if once 
started, and in general they take little inter- 
est in and show slight gifts for administration. 
This is due in part, but not entirely to the na- 
ture of the practice of medicine: dealing with a 
conerete situation in which patient and physi- 
cian are involved without intermediary, and 
Thus medicine may at- 
tract few persons with the administrative type 
of mind and then it offers limited opportuni- 
ties for administrative gifts when they are 
present. Administration, which requires high 
grade talents if it is to be of a high grade, is 
looked upon as a sort of side issue, incidental to 
one’s other work, perhaps necessary, but an evil. 

So if one looks at the organization of medi- 
cine, wherever found, it does not as a rule at- 
tract the leading minds in the profession; and 
to-day, in the field of most significant change 
of relation of the medical profession, namely 
the so-called ‘‘socialization of medicine,’’ lead- 
ership, intelligent, convincing, adequate, illu- 
minated by vision and insight, is noticeable by 
its absence. 

Who really knows what is going on except on 
the surface? What are the hidden forces at 
work, in the nature of which lies the solution 
for the future? What do physicians know about 
it, except that for reasons on which they do 
not agree among themselves, they find it harder 
to make a living than formerly? Why is it, 
that in some respects, physicians seem almost 
impervious to new knowledge outside of their 
own field and their limited interest? 

The fault lies not in the nature of the prac- 
tice of medicine: the distinguished physicians of 
the past who were also great citizens over- 
throw this contention. The fault lies in our 
educational system in medicine which not only 
promotes celibacy of the intellect but almost 
makes it obligatory. 
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New 


DIPHTHERIA IMMUNIZATION —A 
MAY-DAY PROJECT 


THE American Child Health Association an- 
nounces that diphtheria immunization has been 
chosen by the May Day Committee of the State 
and Provincial Health Authorities of North 
America for the May Day-Child Health Day 
project this year. The reason for selecting this 
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project, aside from its obvious importance, is 
that throughout the United States there has 
been practically no reduction in the number of 
deaths from diphtheria since 1930. Some states 
have materially reduced their number of deaths 
from this cause; in others, shocking as it may 
seem with an adequate means of control at hand, 
there has been a proportionate increase. In 
Massachusetts, eloquently as the proposition has 
been stated by many able exponents of public 
health, and adequately as the situation has been 
handled in the majority of communities, we still 
have such examples as Lowell and Somerville 
to demonstrate how unsatisfactorily a proved 
method of prevention can be applied. 

Under our present system of medical prac- 
tice, the success or failure of such an immuni- 
zation plan lies in the hands of the practicing 
physicians. If they cannot or will not make a 
success at this simple method of preventing dis- 
ease, then the state or community wil! and of 
necessity ought to step in and take it over, and 
the medical profession can at this moment ill 
afford to fail so signally in any of its perform- 
ances. 

The fulfillment of this present project is defi- 
nitely placed on the shoulders of the private 
physicians in the belief that immunization is 
their function to perform; health officers are 
working toward this end, and the officers of the 
American Academy of Pediatrics and the 
American Pediatric Society have expressed 
their approval of the object and the method. 

The objective of the plan, as the announce- 
ment states, is to immunize all children be- 
tween the ages of six months and six years, and 
to maintain this as a continuing service. Con- 
eerted action by State Departments of Health, 
the medical profession and parents can make 
the accomplishment of this objective possible. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


TRUESDALE, PHinEMON E. M.D. Harvard 
University Medical School 1898. F.A.C.S. Sur- 
geon, Fall River, Mass. Address: 151 Rock 
Street, Fall River, Mass. Associated with him is 

Purepen, Water G. A.B., M.D. Harvard 
University Medical School 1904. F.A.CS. 
Visiting Surgeon at the Salem Hospital and 
North Shore Babies Hospital. Address: 31 
Chestnut Street, Salem, Mass. They write on 
‘“‘Traumatic Diaphragmatic Hernia Following 
War Injuries.’’ Page 597. 


Moscucow!1Tz, A.B., M.D. Columbia Uni- 
versity College of Physicians and Surgeons, New 
York 1900. Associate Physician, Mt. Sinai Hos- 
pital. Consulting Physician, Beth-El Hospital, 
Brooklyn, N. Y. Consulting Pathologist, Beth 
Israel Hospital, New York City. His subject 
is ‘‘The Psychogenie Origin of Organic Dis- 


eases.’? Page 603. Address: 25 West 68th 
Street, New York City. 


Epstein, H. A.B., M.D. Harvard 
University Medical School 1927. Assistant in 
Therapeutic Research, Boston Psychopathic Hos- 
pital. Junior Visiting Neurologist, Boston City 
Hospital. Assistant in Neurology and in Psy- 
chiatry, Harvard University Medical School. 
His subject is ‘‘Hyperpyrexia at the Boston 
Psychopathic Hospital.’’ Page 611. Address: 
475 Commonwealth Avenue, Boston, Mass. 


Tosey, JAMEs A. B.S., LL.B., M.S., Dr. P.H. 
Director of Health Service, The Borden Com- 
pany, New York. Associate Fellow of the Amer- 
ican Medical Association. Member New York 
Bar. His subject is ‘‘Pasteurization and the 
Courts.’’ Page 613. Address: 350 Madison 
Avenue, New York City. 


The Massachusetts Medical Society 


SECTION OF OBSTETRICS 
AND GYNECOLOGY*® 
Tuomas Army, M.D., Cc. J. KickHam, M.D., 


Chairman, Secretary, 
140 Rock Street, 524 Commonwealth Avenue, 
Fall River, Mass. Boston, Mass. 


WHAT Is THE OFFICE PROCEDURE FOR 
StTeRILiry EXAMINATION ? 


A woman presents herself to her physician 
with the complaint that, having been married 
for several years, she has not succeeded in be- 
coming pregnant. What is to be done for her? 

Unfortunately, the problem of human sterility 
is far from simple. In the great majority of 
eases, the responsibility is divided between hus- 
band and wife; several different causative fac- 
tors operate together to depress the fertility of 
each mating; and these factors may be either 
local abnormalities of the reproductive organs, 
or states of constitutional depression. Obvious- 
ly, therefore, an adequate diagnostic study of 
the sterile mating, without which the best treat- 
ment cannot be prescribed, must involve an 
elaborate investigation of two individuals from 
every point of view. 

One does well to begin with a general history 
and physical examination of husband and wife. 
This may suggest sources of chronic intoxiea- 
tion, faults of diet and hygiene, or indications 
of an endocrine disturbance. 

The next step is a gynecologic history and ab- 
dominopelvie examination of the wife. One 
should note, of course, all deviations from the 
normal. The conditions most relevant to fer- 
tility would be faulty sex hygiene, dyspareunia, 
inflammations, viscosity of the endocervical mu- 
cus, genital hypoplasia, and retention cysts in 


*A series of short selected articles by members of the Section 
will be published weekly. 

Comments and questions by subscribers are solicited oer 
will be discussed by members of the Section. 
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the ovaries. So-called displacements of the 
uterus are of small importance, unless they are 
complicated by other items of a pathologic na- 
ture. 

The practitioner should then proceed to ex- 
amine the semen of the husband. The presence 
of a few motile spermatozoa does not absolve 
him from responsibility. Unless the male can 
produce a specimen containing at least sixty 
million spermatozoa of good morphology and 
activity per cubic centimeter of semen, he must 
be rated as definitely infertile and in a consid- 
erable measure responsible for the sterility of 
his mating. 

Endocrinologic factors play a large part in 
the causation of human infertility. It is, there- 
fore, worth while to carry out on each partner 
in such cases a series of determinations of the 
basal metabolic rate. I say a series, because 
the first determination almost invariably gives 
results which are greatly above the true level. 
If the respiratory metabolism of a patient is 
found to be depressed, the physician is by no 
means justified in making a diagnosis of thyroid 
failure from this single datum. It becomes 
necessary then to carry out a long series of 
further tests, in order to determine precisely 
what gland is the primary focus of failure. 

No sterility study is adequate without at 
least one test of tubal patency. Since insuffla- 
tion of gas is simpler than injection of iodized 
oil, the former should usually be performed 
first. In cases where a defect of patency is sug- 
gested, additional observations of this sort be- 
come necessary. 

A study along the lines indicated will in- 
variably identify’ or suggest several different 
abnormalities of which each to some extent 
depresses the fertility of the mating. Addi- 
tional diagnostic study will often be required 
in order to identify clearly or to rule out pos- 
sibilities which have been suggested. In the 
end, the physician will have reduced the prob- 
lem to a definite number of important factors. 

Treatment thus resolves itself into an attack 
upon all of the abnormalities which have been 
demonstrated. The results of such an approach 
to the problem of human sterility are more than 
twice as good as those which were obtained by 
former methods of inadequate diagnosis and 
haphazard therapeutic efforts. 


SECOND ANNUAL POSTGRADUATE MEDICAL 
EXTENSION COURSE 


The following sessions have been arranged by the 
Committee for the week beginning April 7: 
Berkshire 

Thursday, April 11, at 4:30 P.M. at the 
St. Luke’s Hospital, Pittsfield. Subject: 
Endocrinology (Second Session). Albert C. 

England, M.D., George S. Reynolds, M.D., 
Chairmen. 


Bristol North (Attleboro Section) 


Tuesday, April 9, at 4:00 P.M., at the Sturdy 
Memorial Hospital, Attleboro. Subject: 
Cardiovascular Disease (First Session). Wil- 
liam M. Stobbs, M.D., Chairman. 


Bristol North (Taunton Section) 


Wednesday, April 10, at 7:30 P.M., at the Mor- 
ton Hospital, Taunton. Subject: Obstetrics 
and Gynecology (Second Session). Arthur 
R. Crandell, M.D., Chairman. 


Bristol South (New Bedford Section) 


Friday, April 12, at 4:00 P.M., at the St. Luke’s 
Hospital, New Bedford. Subject: Cardio- 
vascular Disease (First Session). Harold 
E. Perry, M.D., Chairman. 


Essex North 
Tuesday, April 9, at 4:00 P.M., at the Hotel 
Bartlett, 95 Main Street, Haverhill. Sub- 
ject: Obstetrics and Gynecology (Second 
Session). Francis W. Anthony, M.D., Chair- 

man. 


Essex South 
Tuesday, April 9, at 4:00 P.M., at the Salem 
Hospital, Salem. Subject: Cardiovascular 
Disease (Third Session). Walter G. Phip- 
pen, M.D., Chairman. 


Franklin 
Wednesday, April 10, at 8:00 P.M., at the 
Franklin County Public Hospital, Green- 
field. Subject: Cardiovascular Disease 
(First Session). Halbert G. Stetson, M.D., 
Chairman. 


Hampden 
Thursday, April 11, at 4:00 P.M., at the Acad- 
emy of Medicine, Professional Building, 20 
Maple Street, Springfield, and at 8:00 P.M., 
at the Holyoke City Hospital, Holyoke. Sub- 
ject: Endocrinology (First Session). George 
L. Schadt, M.D., Chairman. 


Middlesex East 
Wednesday, April 10, at 4:00 PeM., at the Mel- 
rose Hospital, Melrose. Subject: Surgery 
(Third Session). Joseph H. Fay, M.D., 
Chairman. 


Middlesex North 
Friday, April 12, at 7:00 P.M., at the St. John’s 
Hospital, Lowell. Subject: Cardiovascular 
Disease (Third Session). Frederick P. Mur- 
phy, M.D., Chairman. 


Norfolk (Faulkner Hospital Section) 

Monday, April 8, at 4:00 P.M., at the Faulkner 
Hospital, Jamaica Plain. Subject: Obstet- 
rics and Gynecology (Second Session). Hugo 
B. C. Riemer, M.D., Chairman. 


Suffolk 

Monday, April 8, at 8:00 P.M., in Sprague Hall, 
Boston Medical Library, Boston. Subject: 
Dermatology and Syphilis (One Session). 
Reginald Fitz, M.D., Chairman. 
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Worcester (Milford Section) 

Thursday, April 11, at 8:00 P.M., at the Mil- 
ford Hospital, Milford. Subject: Surgery 
(Second Session). Joseph I. Ashkins, M.D., 
Sub-Chairman. 


Worcester (Worcester Section) © 
- Wednesday, April 10. Stated Meeting—no post- 
graduate session. 


Worcester North (Ayer Section) 

Thursday, April 11, at 8:00 P.M., at the Ayer 
Community Memorial Hospital, Ayer. Sub- 
ject: The Common Neuroses and Their 
Treatment in Private Practice. The Psy- 
choses—Early Diagnosis. Frank S. Bulke- 
ley, M.D., Chairman. 


Worcester North (Fitchburg Section) 
Friday, April 12, at 4:30 P.M., at the Burbank 
Hospital, Fitchburg. Subject: Cardiovascu- 
lar Disease (First Session). Edward A. 
Adams, M.D., Chairman. 


COMMITTEE ON PUBLIC RELATIONS 


A meeting of the Committee on Public Relations 
was held at the Harvard Club, Boston, on March 20, 
1935, at 6:30 P.M. After dinner the business meet- 
ing was opened at 8 o’clock, Dr. Robey presiding. 
Those present were Drs. Begg, Stetson, Blaisdell, 
Lane, Tighe, Mongan, Frothingham, Curtis, Cham- 
pion, Gear, Nye, and Bagnall. 

Dr. Begg reported the present status of prospective 
legislation of interest to the Massachusetts Medical 
Society. 

Dr. Tighe reported, as chairman of the subcom- 
mittee, on Social Legislation and Insurance. 

He moved that the resolutions adopted by the 
House of Delegates of the American Medical As- 
sociation on February 16, 1935, regarding Compul- 
sory Sickness Insurance be approved and supported 
by this committee. The motion was seconded by Dr. 
Stetson and unanimously adopted. 

Dr. Mongan moved that a special meeting of the 
Council of the Massachusetts Medical Society be 
called for Wednesday, April 3, 1935, to consider the 
report of our delegates, regarding the special meet- 
ing of the House of Delegates of the American Med- 
ical Association on February 15 and 16, 1935. The 
motion was seconded by Dr. Tighe and adopted. 

Dr. Tighe moved that this committee recommend 
to the Massachusetts Medical Society, through the 
Council, the adoption and formal ratification of the 
resolutions passed by the House of Delegates at 
its special session on February 15 and 16. 

Dr. Bagnall moved that the ‘subcommittee be in- 
structed to submit to the Council at its special 
meeting on April 3 plans for putting into action the 
spirit of the recommendations of the American Med- 
ical Association regarding Sickness Insurance. The 
motion was seconded and unanimously passed. 

Dr. Blaisdell, chairman of the Committee on Hos- 
pital Relations, reported that his committee had held 
one meeting and was making some progress. He re- 


ported that the hospitals of Greater Boston had 
formed a joint committee consisting of a superin- 
tendent, one trustee, and one physician, for the 
advancement of mutual interests, and declared that 
the intention of his committee was to contact this 
group so that the interests of the Massachusetts 
Medical Society could be there represented. 

The secretary was instructed to publish a list 
of the subcommittees in the Journal*. 

Dr. Robey read a communication from the Eastern 
Inter-State Medical Economics’ Conference, outlin- 
ing the purpose of this organization, namely, mutual 
information and coérdinated activities. 

Dr. Mongan moved that Dr. Robey be authorized to 
represent the Massachusetts Medical Society in this 
body. The motion was seconded and passed. 

Dr. Robey read a communication from the Ameri- 
can Medical Association, Department of Public Health 
and Public Instruction, suggesting the use of the 
broadcast on Sickness Insurance. This was referred 
to Dr. Tighe’s committee for consideration. 

The meeting was adjourned at 10:30 P.M. 

E. S. Bagnatt, M.D., Secretary. 


*The list was published in the Journal of March 28, on 
page 589. 


MASSACHUSETTS LEGISLATIVE 
NOTES 


House 1898. Resolve providing for an investiga- 
tion by the judicial council as to providing a lien to 
secure damages of hospitals, physicians and nurses 
for services rendered in motor vehicle accident 
cases. 

Referred to next annual session in House. 


House 1458. A bill to create a board of examina- 
tion and registration to regulate the practice of mag- 
netic healers. 

Report, leave to withdraw. 

Accepted in Senate. (Final.) 


MISCELLANY 


DIPLOMATES OF THE NATIONAL BOARD OF 
MEDICAL EXAMINERS IN MASSACHUSETTS. 
FOR 1934 


Allston 
McGinnis, George H. 
Rabinowitz, James I. 


Brues, Austin M. 
Carey, Benjamin W., Jr. 
Chandler, Caroline A. 


Andover Cohen, Mandel E. 
Shipman, Thomas L. Dohan, F. Curtis 
Bassow, Carlton F. 
Gaskel, Jerome 
Mavraides, William P. Gauld, A. Gordon 
Bernardston Hart, James C. 


Dean, F. Wilton Hawkins, Ralph L. 
Boston Holt, William L., Jr. 
Adams, Herbert D. Hook, William G. 

Beecher, Henry K. U. Hoyt, W. Fenn 
Brenner, Harry H. Lawson, Chester W. 
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Levine, Harold D. 
Nespor, Robert W. 
Phillips, Richard B. 
Rothblatt, Reuben 
Schultz, Kathryn L. 
Segal, Maurice S. 
Simmons, Fred A., Jr. 
Smith, Marjorie K. 
Soley, Mayo H. 
Sturgis, George. P. 
Thompson, William P. 
Wetherbee, 

Winthrop, Jr. 
Younge, Paul A. 


Brockton 
Cahill, John E. 


Brookline 

Budnitz, Edward 
Capps, Richard B. 
Donovan, Robert J. 
King, Lester S. 
Levick, Alfred D. 
Smith, Harold D. 
Thomson, Karl J. 


Cambridge 
Dow, David C., Jr. 
Harris, Albert H., 2d. 
Kirkwood, Samuel B. 


Charlestown 
Finn, Herbert G. 


Chestnut Hill 
Walcott, Charles F. 


Dedham 
Brody, Myer 
Krumbhaar, George D. 


Dorchester 
Lewis, Joseph L. 


East Boston 
Potito, Dominic 


East Northfield 
Hardy, Harriet L. 


Everett 
French, Edward B. 


Fall River 
Goldberg, David 
Lavoie, Aurel G. 


Fitchburg 
Bennett, Darwin E. 


Great Barrington 
Bray, Walter A. 


Haverhill 
Klapper, Claude 
Nichols, Howard G. 


Holyoke 
Baker, Harry A. 


Ipswich 
Bailey, George G., Jr. 


Lawrence 
D’Urso, John J. 


Littleton 
Sanderson, Robert 


Lowell 
Brennan, Charles L. 
Stewart, Artemas J. 


Ludlow 
Wisner, Frank B. 


Lynn 
Hopkins, John R. 


Marlboro 
Gazzaniga, Dante A. 


Mattapan 
Koehler, Lee H. 
(deceased ) 
Vuornos, Sirkka E. 


Medford 
Vernaglia, John B. 


New Bedford 
Neff, Walter S. 


Newburyport 
Rogers, Howard W. 


Ni orthampton 
Parker, Ruth 


North Wilmington 

Little, Rufus R. 
Plymouth 

Hamilton, Harold H. 
Rockland 

Lough, Norbert F. 
Roslindale 

Sewall, Weston F. 
Roxbury 

Weiss, Louis R. 
Springfield 

Cahill, Robert F. 

Williams, Walter W. 
Tewksbury 

Ellms, Evelyn B. 
Walpole 

Welch, Claude BE. 
Waltham 


Davenport, Lowrey F. 


Westfield 
Newell, Howard W. 


Whitman 


Hanley, Francis J., Jr. 


Worcester 
Arrowood, Julia G. 
Erickson, George C. 
Finley, Malcolm H. 
Hagopian, Norman 


POSTGRADUATE LECTURES IN NEW JERSEY 


Dr. R. G. Hoskins, Director of Research, Memorial 
Foundation for Neuro-Endocrine Research, Harvard 


Medical School, and Dr. J. M. Looney, Director of 
‘Laboratories, of the Memorial Foundation for 


Neuro-Endocrine Research, have been giving a se- 


ries of lectures before the Somerset County Medical 


Society of New Jersey. 


CORRESPONDENCE 


FEE TABLE FOR PATHOLOGIC EXAMINATIONS 


March 29, 1935. 
Editor, New England Journal of Medicine, 


At a meeting of the Boston Pathological Society 
held March 26, 1935, it was decided by a unanimous 
vote of the members present that the Society con- 
siders as fair the appended schedule of fees, and 
that this vote and appended schedule be submitted 
for publication in The iwew England Journal of Medi- 
cine. 


Very truly yours, 
M. J. SCHLESINGER, M.D., Secretary, 
Boston Pathological Society. 


RECOMMENDED FEE TABLE FOR PATHOLOGIC 
EXAMINATIONS 


January, 1935 


(These are minimum fees, but subject to change 
in specially needy. cases.) 


Stipend paid by hospitals under contract to be 
approximately product of number of tests and price 
therefor. 


Autopsy Other Than Medico-Legal 
In hospitals of which the pathologist is a 
staff member. $15.00 
For other hospitals or individuals.......100.00-25.00 


Frozen Section Diagnosis 
Other than in own hospitals... 100.00-25.00 
In special cases 15.00 


Surgical Specimens 


Private 5.00 
Ward 3.00 
Free 0.00 
or 
Private 5.00 
‘Ward and Free 2.50 
Bacteriology 
Routine culture 2.00 
Smear other than for t.b. 2.00 
Smear for t.b. 3.00 
Blood culture brought in 5.00 
Blood culture taken 10.00 
Stool culture 5.00 
Vaccine 5.00 


Aschheim-Zondek (Ward—$5.00) 10.00 
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Pneumococcus typing (Neufeld) 5.00| He is survived by his widow, Mrs. G. M. Metcalf, 
Pneumococcus typing (Neufeld) 1 and 2 whom he married after the death of his first wife 
only 3.00} in 1925. A daughter, Mrs. Caroline Ulf, also sur- 


Guinea pig inoculation 10.00 


Basal metabolism (Ward—$5.00) 10.00 
Clinical Pathology 

Urine, complete 2.00 

Blood: 
White cell count 2.00 
Red cell count. 2.00 
Differential 2.00 
Above with hemoglobin 5.00 
Wassermann 5.00 
Kahn or Hinton 3.00 
Blood sugar. 3.00 
Blood non-protein 3.00 
Both above On SAME SPECIMEN... 5.00 


Miscellaneous chemical 
Spinal Fluid 


Routine complete 5.00 

Mastic 3.00 

Gold sol 3.00 

Wassermann 5.00 
Gastric Analysis 

Complete 5.00 
Feces 

Occult blood 2.00 

Ova and helminths 2.00 

Amoeba 5.00 

RECENT DEATHS 


METCALF — Ben Hicxs Metcatr, M.D., formerly 
of Winthrop, Massachusetts, died in Ruskin, Florida, 
March 31, 1935. He was born in Meadville, Penn- 
sylvania, in 1871, and was educated in the public 
schools there and at Allegheny College. He gradu- 
ated from the Harvard University Medical School 
in 1894. 

He served as port physician in Boston and later 
settled in Winthrop. He established the Metcalf 
Hospital in 1906 which he controlled until it was 
transferred to Winthrop citizens and became the 
Winthrop Community Hospital. He served for sev- 
eral years at the Fort Banks Army Hospital with the 
rank of Captain in the Reserve Corps. During the 
World War he served with the 55th artillery in 
France where he was gassed. He was promoted to 
the rank of lieutenant colonel. His son was killed 
in action at Vaux, France. 

By reason of the effect of the gas attack he was 
obliged to leave New England for Denver, California, 
and later Arizona. Two years ago he moved to Flor- 
ida. He was a Mason, member of the Lodge of 


Elks, the American Legion and the Richard F. Met- 
calf post, Veterans of Foreign Wars. 

He joined the Massachusetts Medical Society in 
1896. 


vives him. 


MANGAN—JoHN JoSEPH MANGAN, M.D., of 97 Na- 
hant Street, Lynn, Massachusetts, died at his home, 
March 29, 1935. He was born in Preston, England, 
in 1857, graduated from Ashton College in 1883, re- 
ceived the degree of M.D. from the College of Physi- 
cians and Surgeons of Boston in 1891, and also from 
the Harvard Medical School in 1904. 

He conducted practice in Lynn, Massachusetts, 
for many years, and established a children’s clinic 
at the Lynn Hospital. 

He joined the Massachusetts Medical Society in 
1893 and retired in 1925. He was a member of the 
Lynn Medical Association, the Knights of Columbus, 
and the Ancient Order of Hibernians. 

He is survived by his widow, Mrs. Mary Ellen 
(Sherry) Mangan; a son, Sherry Mangan; a daugh- 
ter, Miss Anna Mangan, and two brothers. 


LANE—Etwin Dexter LANE, M.D., of 9 Locke 
Street, Andover, Mass., died at his home, March 25, 
1935, after a short illness. He was born in 1876 in 
Ashburnham, Mass. His premedical education was 
acquired at Cushing Academy, Ashburnham. His 
medical degree was conferred by the Boston Univer- 
sity Medical School in 1912. Immediately after 
graduating he settled in Andover and practiced there 
up to the time of his last illness. 

He joined the Massachusetts Medical Society in 
1916 and was also a Fellow of the American Medi- 
cal Association. He was a member of the American 
Institute of Homeopathy and the Greater Lawrence 
Medical Society. He was affiliated with the Masonic, 
Odd Fellows and Knights of Pythias fraternities. 

Dr. Lane is survived by his widow, Mrs. Clara A. 
(Friend) Lane; his father, Samuel E. Lane, of 
Fitchburg, and a sister, Mrs. Leonard O. Robinson, 
of Fitchburg. 


RUSSELL — Rotre RvusseELL, M.D., of 
Deerfield, Massachusetts, with an office in Spring- 
field, died in the Franklin County Hospital, March 
17, 1935, while apparently recovering from a septic 
pharyngitis. 

Dr. Russell was born in St. Albans, Vermont, in 
1906, the son of Perley and Eva S. Russell, and re- 
ceived his M.D. degree from the University of Ver- 
mont Medical School in 1930. He served in the 
Stamford (Conn.) Hospital as interne. He was as- 
sociated with Dr. Webster K. Clark, with offices in 
Greenfield. 

He joined the Massachusetts Medical Society in 
1932 and was also a Fellow of the American Medi- 
cal Association. 

He is survived by his parents; his widow, Mrs. 
Hilda (Belknap) Russell; two daughters, Joanne, of 
three years, and Frances, of two weeks, and a sis- 
ter, Mrs. Francis Brown, of St. Albans, Vermont. 
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RESOLUTIONS BY THE STAFF OF THE BOS- 
TON CITY HOSPITAL IN APPRECIATION OF 
DR. RALPH C. LARRABEE 


The sudden death of Dr. Ralph Clinton Larrabee 
comes as a shock to all of his wide circle of friends 
and colleagues, and especially to those who have 
‘served with him on the Staff of the Boston City Hos- 
pital. Our less is greater than can be described. Yet 
the sense of our loss may be tempered by contempla- 
tion of the worth to the Hospital of his lifelong serv- 
ice. For it is by virtue of such service rendered 
by him and by others that the Hospital has attained 
its present position. 

Beginning his professional career as an interne, 
followed by a short period as an executive, he soon 
became a member of the Visiting Staff while still a 
young man. He served devotedly and with distinc- 
tion throughout the years, until his retirement on 
expiration of the specified limit of age, at which 
time he was President of the Senior Staff. Even 
thereafter, the presence of his name on the Roster 
as Consulting Physician continued to lend strength 
and prestige. 

Throughout, his service to the Hospital was con- 
spicuous for its faithfulness and earnestness and 
for the effectiveness which came from clear in- 
sight and a high degree of professional skill. A 
keen sense of humor enlivened his dealings both 


with his patients and with his associates, but this 
did not preclude a deep consideration for the inter- 
ests of all with whom he came in contact, particu- 
larly those of his junior colleagues. But the capa- 
ble discharge of his routine duties was only a part 
of his life work. To an exceptional degree his per- 
sonality was characterized by an intellectual hon- 
esty which caused him to recognize and to chafe 
under the limitations of medical knowledge and to 
strive constantly for the attainment of truth. Thus 
he devoted himself extensively to research on many 
problems, investigating questions which were vital- 
ly important of solution however great the difficul- 
ties to be encountered. His studies, conducted as 
they were with unstinted labor and with scrupulous 
adherence to accuracy of deduction, commanded 
universal respect. 

Doctor Larrabee will be remembered not merely 
as one who gave an important part of his life’s work 
to the Hospital. He will be remembered rather as 
an integral part of the Hospital through a long and 
important period of its progress. A large share in 
the present and in the future of the Hospital may 
be accredited to him as a memorial. 

P. F. Butter, Secretary, 
Senior Staff. 


March 28, 1935, 
Boston City Hospital. 


NOTICES 


CABOT CASE RECORDS 


If there is sufficient interest, the Journal will be 
pleased to arrange for publication of the Cabot Case 
Records in book form. A question has been sub- 
mitted as to whether such volumes are procurable. 

These Records are regarded as especially valuable 
and should be available for study and reference. 


CLINIC AT THE PETER BENT BRIGHAM 
HOSPITAL 


At 3:30 P.M. on Thursday, April 11, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. These clinics will be repeated on 
Thursdays until May. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. These are open to 
all physicians. 


REPORTS AND NOTICES 
OF MEETINGS 


MEDICAL LECTURE 


Doctor Christian delivered the last of his series 
of lectures on heart disease on the twenty-fifth of 
February at the Peter Bent Brigham Hospital. 
Ninety per cent of cases of subacute bacterial endo- 
carditis are due to the nonhemolytic streptococcus. 
This type of organism has a low pathogenicity, and 
it is not known why they should settle on the 
valves, although some believe that small fissures in 


the endocardium, due to chronic disease under- 


neath, allow the organism to get a foothold, and 
others believe that a group of agglutinated organ- 
isms are responsible for the lesion. The next most 
frequent organism is the gonococcus which causes 
from one to two per cent of the cases, and is also 
of low pathogenicity. A large variety of other organ- 
isms occasionally cause the condition. It is very 
rare to find bacterial vegetations on normal heart 
valves, and there is almost always a preceding val- 
vular lesion or congenital anomaly. The acquired 
valvular lesions are usually rheumatic, very occa- 
sionally luetic, and rarely arteriosclerotic. From 
twenty to twenty-five per cent of the patients with 
congenital heart disease that live to early adult life 
die of subacute bacterial endocarditis. 

Since many diseases are accompanied by a posi- 
tive blood culture, as pneumonia and typhoid, this 
sign by itself is not diagnostic of bacterial endocar- 
ditis, and this disease may have repeated negative 
cultures. The typical clean-cut clinical picture with 
the skin lesions including petechiae, subcutaneous 
nodules and tender fingers, together with a palpable 
spleen, embolic phenomena including those in the 
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central nervous system and with a typical tempera- 
ture chart, is so significant that the positive blood 
culture is not needed to make a diagnosis. The 
great bulk of these cases occur in patients where 
there is no striking evidence of cardiac failure, and 
it is rare to have auricular fibrillation. In the early 
stages of rheumatic heart disease the skin is sensi- 
tive to proteins isolated from the streptococcus, 
while in bacterial endocarditis this is not true, and 
this fact is sometimes a diagnostic aid. The symp- 
toms of the disease are largely due to toxemia 
caused by the organisms and to embolic phenomena. 
Cardiac failure may develop due to a destruction of 
the valves by the vegetations. The type of onset may 
vary tremendously, and Doctor Christian listed 
eighteen types that have been recognized. It has 
been confused with many other conditions. 


There is very little to be said concerning treat- 
ment, other than that the cases occasionally get 
well, and that all we can generally do is make the 
patient comfortable, and do our best to prevent the 
disease from developing in those patients with 
chronic valvular or congenital heart disease. In- 
fections, especially those due to the nonhemolytic 
streptococcus, should be cleared up as quickly as 
possible, and especial attention should be paid to 
infections in the teeth and in the tonsils. 

Acute myocarditis is rare, and may be due to a 
variety of infections. This portion of the heart is 
less vulnerable to bacteria than either the pericar- 
dium or endocardium. The circulatory failure that 
occurs in certain infectious diseases is in part due 
to degenerative lesions in the heart, but mostly to 
disturbances in the peripheral circulation. In diph- 
theria we may have heart block, auricular fibrilla- 
tion, or flutter, but these are not prominent causes of 
symptoms. Congestive failure is absent usually in 
these cases, and some doctors believe that digitalis 
does harm, although most physicians simply feel 
that it is of no benefit. The fluid balance should be 
watched, and a proper intake insisted upon, al- 
though an excess of fluid may be harmful. Drugs 
to improve the peripheral circulation and the myo- 
cardial insufficiency should be administered. Caf- 
feine and adrenalin have a distinct usefulness. Al- 
though camphor is still used to a considerable ex- 
tent in Germany together with cardiazol which is a 
camphor derivative, it is probably of little use and 
the same may be said for strychnine. In general, 
the treatment is the same as for surgical shock. 


Acute pericarditis occurs very frequently, but is 
usually of little clinical importance. The rheumatic 
patient may occasionally develop this condition 
where it may be the cause of considerable discom- 
fort with a high fever and increased pulse rate, etc. 
These patients, although they appear very sick, rare- 
ly ever die of this condition. Although the acute 
stage is not important clinically, the late effects with 
adhesions may be of considerable significance. Pain 
usually accompanies the fibrinous exudate, and there 
is commonly a friction rub. The fluid may be ex- 
cessive, but should rarely, if ever, be removed. 


When such patients are tapped the coronary arter- 
ies are occasionally nicked and the patient dies of 
hemopericardium. Doctor Christian stressed one 
physical sign which is known as Ewart’s, or more 
correctly Bamberger’s sign, where there is an area, 
varying in size, of dullness with bronchophony, and 
bronchial breathing which is below the angle of the 
left scapula. This usually occurs fairly early with 
only a moderate amount of fluid and is often not 
present when there is a large amount of fluid so 
that it is frequently absent in chronic pericarditis. 

Chronic pericardial effusion is a rare condition and 
is usually due to tuberculosis. In this condition fluid 
up to one and a half litres may accumulate, tapping 
is more often necessary, and the danger of this pro- 
cedure is slight because of the excessive fluid. Doc- 
tor Christian believes that the worst place to tap the 
pericardial cavity is that route which is usually rec- 
ommended between the xiphoid and the adjacent 
ribs. It is safer to go in directly over the precor- 
dium either to the right or left of the sternum or 
just outside the apex. 

Chronic adhesive pericarditis is difficult to diag- 
nose because all of the signs occurring in this con- 
dition may be present where there are no adhesions 
and vice versa. These signs are due to the physio- 
logical effect of the adhesions between the pericar- 
dium and the various surrounding structures, and 
an interference with the action of the heart. X-ray 
with fluoroscopy, although occasionally wrong, is 
the most helpful diagnostic aid. One form of this 
disease where there is a great thickness of the two 
layers of the pericardium so that the heart is en- 
cased in fibrous tissue is rare, clinically it gives 
rise to recurrent attacks of ascites which are other- 
wise unexplained. This condition is very amen- 
able to surgical treatment. 


BROOKFIELD MEDICAL CLUB 


The monthly meeting of the Brookfield Medical 
Club was held at the Brookfield Inn, Wednesday, 
March 20, with Dr. J. E. Dalton of Warren, entertain- 
ing host, and Dr. Samuel Levine, of the Harvard 
Medical Faculty, speaker. His subject was ‘“Prob- 
lems of Prognosis in Heart Disease.” 

J. R. Fowrer, M.D., Secretary. 


BOSTON CITY HOSPITAL 


Starr CLINICAL MEETING 


Wednesday, April 17, 1935, at 8:15 P.M. 
Cheever Amphitheatre 


Newer Methods in Diagnosis and Treatment 

of Nervous Diseases 
1. Treatment of Hydrocephalus by Endoscopic Co- 
agulation of the Choroid Plexus. Dr. Tracy J. 
Putnam. 
2. Therapeutic Use of Lumbar Puncture. Dr. H. 
Houston Merritt. 
3. Simple Methods of Treatment of the Neuroses. 
Dr. Merrill Moore. 
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4. The Results of Treatment of Combined System 
Disease. Dr. Philip Solomon and Dr. Maurice 
Strauss. 

5. The Differential Diagnosis and Treatment of 
Headache. Dr. Theodore J. C. von Storch. 

6. Treatment of Narcolepsy with a New Drug. Dr. 
Myron Prinzmetal and Dr. Wilfred Bloom- 
berg. 

Doctors and medical students cordially invited. 
COMMITTEE ON HOospPITAL CLINICS. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Socie- 
ty will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, April 16, at 8:15 P.M. 

PROGRAM 

Presentation of Cases. 

The Clinical Aspects of Migraine. By A. H. Gor- 
don, M.D., Associate Professor of Medicine, McGill 


University. 
MarsHALL N. Futon, M.D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


HAHNEMANN HOSPITAL 
Wednesday, April 10, 1935 


PROGRAM 
5:00-6:00 P.M. Scientific Medical Motion Pictures. 
6:30 P.M. Dinner. 

7:30 P.M. Business and Scientific Session. 

1. Hydronephrosis—Case Report. Dr. Lester Felton. 

2. Thyrotoxicosis and Diabetes—Case Report. Dr. 
Raymond Savignac. 


3. Bilateral Glaucoma—Case Report. Dr. Percy 
Whitney. 

4. Carcinoma of Rectum—Case Report. Dr. David 
Ljungberg. 


Cortex in Vomiting of 
Dr. Joel M. 


5. Use of Suprarenal 
Pregnancy—Preliminary Report. 
Melick. 

Ernest B. Emerson, M.D., President, 
Erwin C. MIter, M.D., Secretary. 


NOTICE 

The spring examination of the Worcester District 

Board of Censors for the State Medical Society will 

be held in the Arts Room of the Worcester Public 

Library, Elm Street, at 4:30 P.M., Thursday, May 
2, 1935. 


WILLIAM HARVEY SOCIETY 

The next meeting of the William Harvey Society 
will be held Friday, April 12, in the Auditorium of 
the Beth Israel Hospital, Boston, at 8:00 P.M. 

PROGRAM 

Speaker: Dr. Jonathan C. Meakins, President, 
American College of Physicians. 
Subject: “Cardiology During the Past Three Hun- 
dred Years—The Legacy of William Harvey.” 


Chairman: Dr. Cadis Phipps, Professor of Medi- 
cine, Tufts College Medical School. 

Dr. Meakins, M.D., McGill University, 1904. LL.D., 
Edin., F.A.C.P., F.R.C.P. (C), and First President 
(1929-1931); F.R.C.P. (Edin.). 


SOUTH END MEDICAL CLUB 


The next regular meeting of the South End Medi- 
cal Club will be held at the headquarters of the 
Boston Tuberculosis Association, 554 Columbus Ave- 
nue, Boston, on Tuesday, April 16, 1935, at 12 noon. 
The name of the speaker, and his subject, will be 
announced later. All physicians are cordially in- 
vited to attend, the meeting. Luncheon will be 
served at 1 o’clock. 


WORCESTER NORTH DISTRICT MEDICAL 
SOCIETY 

The Annual Meeting of the Worcester North Dis- 
trict Medical Society will be held at the Burbank 
Hospital, Fitchburg, Wednesday, April 24. The an- 
nual oration will be given by Dr. Howard M. Clute 
of Boston. His subject will be “New Surgical Meth- 
ods in Old Diseases’. 
Dinner at 1 P.M. 
Election of Officers. 

Francis M. McMurray, M.D., Secretary. 


BOSTON SOCIETY OF ANESTHETISTS 


The Boston Society of Anesthetists will meet at 
the Hotel Kenmore Tuesday, April 9, at 8 P.M. Dr. 
Albert H. Miller of Providence will speak on “Paral- 
dehyde and Other Hypnotics”. 

Physicians, medical students, and others are in- 
vited. 

R. F. SHELDON, M.D., Secretary. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


A stated meeting of the Plymouth District Medical 
Society will be held at the Lakeville State Sanatori- 
um, Thursday, April 18, 1935, at 11 A.M. 

Election of Officers. 

Annual Oration, Dr. Edward B. Gilmore, “Diag- 
nosis of the Acute Abdomen”. 

“A Trip Through Africa, New Zealand and Tahiti”, 
Mr. Alexander McLeod, Norwood, Mass. 

Illustrated with lantern slides and moving pic- 
tures. 

Dinner. 

G. A. Moore, M.D., Secretary. 


SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, APRIL 8, 1935 


Tuesday, April 9— 
+2:30-4 P.M. Ward Visit, Massachusetts Bye and Ear 
Infirmary. 
74-5 P.M. Seminar, Pediatric Laboratory, Massachv- 
setts General Hospital. 
8 P.M. Massachusetts Psychiatric Society. Boston 
Psychopathic Hospital. 
P.M. Boston Society of Anesthetists, Hotel Ken- 
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Thursday, April 11— 


October 7-10—American Public Health Association will 


*12 M. Clinico-Pathological Conference. Massachu-| Meet in Milwaukee, Wisconsin. For information address 


setts General Hospital. 


the American Public Health Association, 50 West 50th 


tl2 M. Clinico-Pathological Conference. Children’s | Steet, New York City. 


Hospital. 


*3:30 P.M. Medical Clinic. Dr. Christian. Peter Bent 


Brigham Hospital. 


4:30 P.M. Surgical Clinic. Children’s Hospital Am- 
phitheatre. 


Friday, April 12— 
t12 M. Clinical Meeting of Children’s Medical Staff. 
Massachusetts General Hospital. Ether Dome. 


8 P.M. William Harvey Society. Auditorium, Beth 
Israel Hospital, Boston. 


Saturday, April 13— 
*10-12. Medical Staff Rounds. Dr. Christian. Peter 
Bent Brigham Hospital. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


April 4—Faulkner Hospital Clinical Meeting will be held 
at 5 P.M. 
April 9—Massachusetts Psychiatric Society will meet 

at the Boston Psychopathic Hospital at 8 P.M. 

April 9—Tuesday, 8 P.M. Massachusetts Dietetic Asso- 
ciation. Subject: ‘“‘Small Hospital Problems,’’ Miss Mar- 
garet Copeland, Superintendent, Free Hospital for Women. 

April 9—Boston Society of Anesthetists. See page 645. 

April 11—Clinic at the Peter Bent Brigham Hospital. 
See page 643. 

April 12—William Harvey Society. See page 645. 

April 16—Harvard Medical Society. See page 645. 

April 16—South End Medical Club. See page 645. 

April 17—Boston City Hospital, Staff Clinical Meeting. 
See page 644. 

April 23—The Massachusetts Society for Social Hygiene 
will meet at the University Club, Boston. For information 
address Dr. E. Granville Crabtree, 99 Commonwealth 
Avenue, Boston. * 

April 25, 26, and 27—The American Association on Men- 
tal Deficiency will meet at the Palmer House, Chicago. 
For information address the Secretary, Dr. Groves B. 
Smith, Godfrey, Illinois. 

April 29 - May 3, 1935—The American College of Physi- 
cians will meet at Philadelphia. For information address 
Mr. E. R. Loveland, Executive Secretary, 133-135 South 
36th Street, Philadelphia, Pa. 

June, 1935—Medical Library Association will meet in 
Rochester, N. Y. For details, address the Secretary: 
Miss Frances N. A. Whitman, Librarian, Harvard Uni- 
versity Schools of Medicine and Public Health, Boston, 
Mass. 

June 10—American Medical Golfers Play in Atlantic 
City. See page 616. 

June 11—American Heart Association. The Eleventh 
Scientific Session will be held from 9:30 A.M. to 5:30 P.M., 
at the Hotel Claridge, Atlantic City, N. J. The program 
will be devoted to various subjects on cardiovascular 
disease. Gertrude P Wood, Office Secretary, 50 West 
50th Street, New York, N. Y. 

June 12 and 13—Academy of Physical Medicine, Annual 
Meeting, wil! be held at the Claridge Hotel, Atlantic City, 
N. J. For further details address: Arthur H. Ring, M.D., 
Secretary-Treasurer, Arlington, Mass: 

June 17 to 21—Convention of the ‘Catholic Hospital As- 
sociation will be held at Creighton University, Omaha 
Nebraska. For information address the Most Reverend 
Joseph Francis Rummel, D.D., Bishop of Omaha. 

June 27-29 inc.—British National Association for the 
Prevention of Tuberculosis will be held at Southport 
England. Persons desiring further information should 
write to Miss F. Stickland, Secretary of the Association 
at Tavistock House North, Tavistock Square, London, 
W. C. L, England. 

July 1-23—University of Freiburg i. Br. will hold a 
vacation course of the medical faculty. For information 
addr2ss Akademische Auslandsstelle der Universitat Frei- 
burg i. Br., Schwimmbadstrasse 8, Germany. 

July 22-27—Seventh International Congress on Indus- 
trial Accidents and Diseases, Brussels, Belgium. The 
American Committee of the Congress is under the chair- 
manship of Dr. Fred H. Albee, New York, for the Sec- 
tion on Accidents, and that of Dr. Emery R. Hayhurst, 
Columbus, Ohio, for Industrial Diseases. The American 
delegation to the Congress will sail from New York on 
July 8 and visit London, Amsterdam, The Hague and 
Paris, and, optionally, Budapest. Physicians interested 
in the Congress or in the medical tour in conjunction 


DISTRICT MEDICAL SOCIETIES 


ESSEX NORTH DISTRICT MEDICAL SOCIETY 


The Annual Meeting will be held in May. 
and subject to be announced, n May. Time, place 


E. S. BAGNALL, M.D., Secretary. 


FRANKLIN DISTRICT MEDICAL SOCIETY 


Meeting will be held on the second Tuesda May 
at the Weldon Hotel, Greenfield, Mass. ne 


CHARLES M D. 
Sunderland. OLINE, M.D., Secretary, 


MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
May 8—Winchester. 
K. L. MACLACHLAN, M.D., Secretary. 

1 Bellevue Street, Melrose. 

NORFOLK DISTRICT MEDICAL SOCIETY 
May—Annual Meeting. Date, time and place to be 

announced. 

PLYMOUTH DISTRICT MEDICAL SOCIETY 

April 18—See page 645. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


April 24—Clinical Meeting at the Children’s Hospital. 


The medical profession is cordially invited to attend 
this meeting. 


ROBERT L. DeNORMANDIE, M.D., President. 
GEORGE P. REYNOLDS, M.D., Secretary. 
WORCESTER DISTRICT MEDICAL SOCIETY 


April 10—See page 645. 


May 8—Wednesday afternoon and evening. Annual 
Meeting of the Worcester District Medical Society. The 
time and place of this meeting will be announced later. 


ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 


WORCESTER NORTH DISTRICT MEDICAL SOCIETY 
April 24—See page 645. 


BOOK REVIEW 


International Clinics. Edited by Louis Hamman, 
Volume IV. Forty-Fourth Series, 1934. 326 pp. 
Philadelphia: J. B. Lippincott Company. 


The earnest endeavor of Dr. Hamman, the editor, 
to maintain these volumes at a high level is indi- 
cated by his brilliant diagnostic discussion as part 
of a clinical pathological conference. This vicari- 
ous clinical bedside teaching as exemplified by his 
logical and informative contribution is an outstand- 
ing feature of this volume. 

It is ably supported by others, such as the article 
on arteriovenous communications by Emile Holman, 
A review of the present status of our knowledge of 
the clinical aspects of Vitamin B by Cowgill is also 
worthy of mention. The remainder of the volume 
is likewise made up of articles of merit too numerous 
to mention. 

The reviewer does not hesitate to mention that 
he regards this publication as one of particular 
merit for any practitioner seeking to enhance his 
knowledge without the burdensome necessity of 
delving into and wading through a mass of litera- 
ture of the very mixed quality that characterizes so 


with it, may address the Secretary, Dr. Ric Kovacs, 
1100 Park Avenue, New York City. 


much of the medical literature extant. 
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